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Tuberculosis of the Female Pelvic Organs. 
By Reernatp H. Lucy, M.B. (Edin.), F.R.C.S. (Eng.), 
Surgeon to the South Devon and East Cornwall Hospital, Plymouth. 


My object in this paper is to draw attention to certain causes of 
ill-health in the female sex, which until recently have been but 
imperfectly understood. Irefer to tuberculosis affecting the different 
structures in the female pelvis, but chiefly to that found commencing 
in the Fallopian tubes. I propose to deal with the question mainly 


from the clinical standpoint, and to consider first, tuberculous 
salpingitis. 


Channels of Infection, There are probably three ways in which 
infection may reach the tubes :— 

1. From within—(a) the peritoneal cavity; (b) the blood-stream. 

2. From without—an ascending infection. 

la. The peritoneal cavity in the human female communicates by 
way of the Fallopian tubes with the uterine cavity, vagina and vulva, 
whereas in the male it is a closed cavity. There is a constant 
circulation of lymph in the peritoneal cavity, and secretion and 
absorption are most active in the pelvic portion. Since the open 
outer ends of the Fallopian tubes dip into Douglas’s pouch, in 
mining parlance the “ sump ” or draining-pit of the peritoneal cavity, 
it is reasonable to assume that micro-organisms, such as the tubercle 
bacillus, contained in the lymph, may be carried into the ostia 
abdominalia and be wafted on by the downward lashing cilia lining 
these canals. 

Now the uterine end is the narrowest part of the tubes, and 
although rarely occluded the mucous membrane may swell from 
inflammation so as to dam the stream back and lead to stagnation 
of the contained fluid. Probably also ciliary action is soon suspended 
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from the same cause, and the bacilli obtain a nidus in the richly 
plicated folds of the mucous membrane and so set up inflammation. 

Statistics show that nearly 3 per cent. of all cases of human 
tuberculosis occur in the genito-urinary system, and by far the 
majority in the latter class commence in the mucous membrane of 
the Fallopian tubes—in other words, it seems to be the “seat of 
election” amongst the female pelvic organs. 

1b. Other observers believe that owing to previous lowering of 
the vitality of the tubes, tubercle bacilli are deposited at the 
“injured” point from the blood-stream. This mode of infection 
presupposes an existing focus of disease elsewhere. Since caseous 
bronchial glands are so frequently found post mortem in children, 
without one being always able to demonstrate by any physical 
examination the existence of such primary foci during life, it is 
possible that an apparently primary tubal affection may in reality 
be secondary, infective material being carried from these glands 
in the blood-stream. It has been shown that diseases such as 
measles, pertussis and epidemic influenza are capable of fanning 
into a blaze the smouldering contents of the bronchial glands and 
causing tuberculosis elsewhere; so it is just these above-named 
zymotic diseases which are so frequently followed by genital 
tuberculosis. Another factor may be the vascularity of the Fallopian 
fimbrie and folds which favours inflammation, coupled with the 
almost glandular arrangement of the mucous membrane, so that 
the tubes play the part of sieves for the peritoneal exudate, enmeshing 
solid particles in their recesses much in the same way that the 


faucial tonsils act as sentinels to entrap germs about to invade 
the air-passages. 


2. C. J. Bond has shown* that there exists an ascending mucous 
current along the vagina and uterus towards the Fallopian tubes. 
This may explain a possible infection from without, such as may 
follow the use of septic instruments and syringes, the wearing of 
infected clothes or diapers, infection from the rectum during toilet 
of the anus, and more especially during menstruation when the 
whole leagth of the genital tract is one humid patulous channel. 
The relative narrowness of the intra-uterine portion of the tubes, 
and the fact that the cilia lash towards the uterine cavity would 
seem to make such a mode of infection improbable; yet Mr. Bond 
demonstrated that solid particles placed in the vagina were found 
on subsequent operation in the Fallopian tubes. Possibly here 


* Brit. Med. Journal, July 29, 1905, pp. 232 et seq. 
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there may be a peripheral and an axial current in opposite directions, 
for the tubercle bacilius, being itself non-motile, could hardly ascend 
against a current normally setting downwards only. 

The age limit ranges from 5—40 years, although the greater 
number of cases occurs between the 14th and 25th year. 

Tuberculous Salpingitis. I believe that tuberculous salpingitis 
is more frequently primary than is usually stated; should the 
abdominal ostium become blocked it may remain localized to the 
tubes, whereas if the ostium continues patent the infection will 
spread to the peritoneum and other viscera. It is unusual to find 
tuberculous peritonitis without tubercle in the tubes, but a completely 
occluded ostium will generally localize the disease and prevent 
infection of the peritoneum. 

Tuberculous affections, generally, are common in Devon and 
Cornwall, and I have known there to be six cases of well-marked 
single or double tuberculous salpingitis in the same ward (at the 
South Devon Hospital) at one time. Their nature was proved by 
microscopical examination after operation. 

It is only in the very early cases, particularly when one tube is 
found to be affected, that it is possible definitely to trace the primary 
condition, because the infection rapidly becomes generalized. 

Symptoms and Physical signs. Like tuberculous processes in 
other organs, the inflammatory condition per se gives rise to very 
little pain, and hence is frequently overlooked until far advanced. 
The importance of recognizing the early stage of this disease cannot 
be overestimated, but such early recognition is difficult owing to the 
insidious onset of the disease. It is mainly a diagnosis from suspicion 
A girl or young woman is brought with a complaint of indefinite 
ill-health. She looks delicate, and presents the classical appearance 
formerly known as characterizing the strumous or scrofulous 
diathesis; either the slim brunette with bright colour, or the better 
nourished type with feeble capillary circulation; in South Devon 
generally the former. The friends or relations will often state that 
the patient “ has never been the same” since an attack of measles, 
whooping-cough or influenza. On enquiry as to the menstrual 
history, the fact is elicited that the periods have been more profuse, 
or of longer duration, latterly, and that more or less leucorrhea 
precedes and follows the flow. Nothing abnormal is found in the 
lungs, but the lower abdomen feels tumid, though not tender, on 
palpation. 

On passing the finger into the rectum, on one or both sides of 
the uterus is felt a rounded swelling, corresponding with the 
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situation of the Fallopian tubes. Bimanually this tumour appears 
to be fixed in one or other lateral fornix, and frequently is nodular, 
but not markedly tender. 

A typical case such as I have sketched is not, however, often seen, 
because, owing to the painless nature of the process in its early stages, 
attention is not directed to the pelvis. 

If a patient is brought with a history of recent amenorrhea, 
leucorrhea and anemia—not merely chlorosis—both the tubes will 
probably be found affected, and in addition signs of commencing 
tuberculous peritonitis. Here also as a rule there has been some 
menorrhagia at the beginning of the illness, and further back still 
a history of pleurisy, or diarrhea alternating with constipation. 

I have been fortunate enough to follow up such cases by operation, 
and, in the early stage first described, have twice removed one tube, 
presenting all the clinical appearance of commencing tuberculous 
salpingitis, primary in origin. 

Dr. Cullingworth has fully described and admirably portrayed, 
in his “ Diseases of the Fallopian Tubes, etc.,” the pathological 
appearances of the disease under review. 

Personally, I have found the tube swollen and convoluted with 
thickened fimbriz, the ostium plugged by a cheesy mass, and the 
whole tapering off to the narrow uterine end. The serous coat 
shining and studded with tubercles in various stages of growth, while 
on slitting open the tube its mucous lining was found to be of a 
yellow-ochre tint, soft and velvety to the touch, thrown into numerous 
longitudinal folds, here and there loculated, and containing a honey- 
like glairy fluid. Swelling of the mucous membrane having exceeded 
the limits of the serous coat and the tether of the mesosalpinx, a 
“varicose” contortion of the mucosa takes place, and for the same 
reason—the comparative inextensibility of the serous covering—the 
swollen tube becomes more or less sharply curved, and embraces 
the ovary in its clasp. The fimbrie are usually swollen; they may 
have tubercles on their ridges, and, owing to retraction of the sharp 
free edge of the serosa, may present the appearance of a sea anemone 
with indrawn tentacles. 

On microscopic examination of the cross-section of such a tube 
the mucous membrane is seen to be thrown into more or less 
complex folds, presenting an almost glandular arrangement. The 
submucosa is found to be infiltrated with small round cells. In 
recent specimens tubercle bacilli may be demonstrated by suitable 
staining, while in more chronic cases typical giant cells are found; 
in later stages still, patches of hyaline or granular material which 
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refuse to take up the stain. The muscular coat is thinned out and 
infiltrated with small-cell growth, while the serosa in a favourable 
section may present typical tubercles on its free surface. 

It is probable that certain examples of hydrosalpinx, met with 
during celiotomy for other conditions, were originally tuberculous 
in nature, but, owing to favourable circumstances, the inflammation 
has been arrested, the tube been sealed off, and the fluid become 
sterile, 


Other natural modes of cure are inspissation of the tubal contents, 
caseation, and finally calcification. I met with an instance of the 
latter in which both tubes, of stony hardness, were found lying 
behind the uterus, and shut off from the general peritoneal cavity by 
a roof of matted bowel and omentum. The latter were studded with 
recent grey tubercles, and the pelvis contained clear ascitic fluid. 
The patient sought relief only because of the enlargement of the 
upper part of her abdomen. 

Should the tube become adherent to the bowel (sigmoid flexure 
of colon or cecum) pus may be discharged per rectum, or if adherent 
to and perforating the ureter near the pelvic brim, pus will be passed 
in acid urine. I have not met with an instance of a tuberculous tube 
discharging direct into the urinary bladder. 

Again, the appendix vermiformis may become infected from a 
diseased right tube, presumably along the appendiculo-ovarian fold, 
or the converse may happen. In a girl of 16 years of age whose 
cecum I recently resected for advanced tuberculous ulceration I 
found the right Fallopian tube in the early stage of infection at 
the fimbriated extremity. 

More remote effects are the occurrence of sterility in married 
life—the certain occurrence in cases with double tubal occlusion 
and the probable occurrence if both tubes are diseased, even without 
absolute occlusion. 

Night sweats, hectic fever, diminished or capricious appetite, 
anemia and loss of body weight and vigour, as in the case of 
tuberculous lesions elsewhere, are usually met with during the 
course of this disease. 


Treatment. 


Whenever a diagnosis of tuberculous salpingitis seems reasonable 
from the general symptoms and local signs, celiotomy should be 
performed. The Trendelenburg position is essential to successful 
removal of the deeply-seated, often adherent, tubes, and it will be 
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found necessary to remove the ovary as well owing to its implication— 
invariably secondary—in the disease. Should it be requisite to 
remove both tubes a small portion of one ovary, on the less affected 
side, should be preserved, to obviate the sudden on-bringing of an 
artificial menopause with its unpleasant sequele. All stumps should 
be tied off with aseptic catgut, their faces touched with liquefied 
carbolic acid (after scraping away diseased tissue), and, whenever 
possible, a cuff or hood of peritoneum should be stitched over the 
stump. 

Even if miliary tubercle be found in the pelvis or studding the 
intestines the prognosis is generally good, more particularly when 
ascitic fluid is present. As Sir A. E. Wright has pointed out, such 
fluid is stale, 2.e., exhausted of opsonins. By its withdrawal, fresh 
lymph, containing the natural protective elements of the blood, is 
poured out and completes the cure. If in the course of a celiotomy 
undertaken for the treatment of the ascitic variety of tuberculous 
peritonitis the Fallopian tubes appear to be the starting point of 
the general peritoneal infection—as they appear to be in between 
30 and 40 per cent. of such cases—-complete removal of both tubes 
as far out to the pelvic wall and as close to the cornua of the uterus 
as possible will usually result in a cure, especially if the peritoneal 
cavity be well flushed out with hot normal saline solution. Drainage 
of the pelvis, if thought advisable, is best carried out through the 
posterior fornix into the vagina; drainage above the pubes is usually 
futile, and, moreover, may lead to local infection of the parietal 
wound and almost certainly to subsequent ventral hernia. Occasionally 
a localized abscess is found bulging the posterior fornix downwards. 
This may be opened and drained from the vagina, and I have met 
with cases where this has been sufficient to cure the patient after 
prolonged open air treatment. Extirpation of diseased tubes by the 
vaginal route is not to be recommended, from the small amount of 
space there is to work in and from the impossibility of removing all 
disease with certainty. 

In cases of doubtful nature the diagnosis may be settled by 
injections of new tuberculin (T.R.), and it is probable that, with 
more extended trial of Sir A. E. Wright’s “ vaccines,” successful 
treatment, of chronic and intractable lesions more particularly, will 
be attained. 

Infection of the parietal wound occasionally follows cceliotomy, 
but, with the improvement in general health, the night sweats, fever 
and wasting disappear, and I have seen lesions resulting from such 
infection heal, slowly but soundly, with a firm keloidal scar. 
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Tuberculous Pelvic Peritonitis. This condition is most frequently 
secondary to tubal disease by direct extension, but miliary tubercle 
is not infrequently found during the operation of ovariotomy, 
herniotomy or that for intestinal obstruction, without having given 
rise to any special symptoms. It has been shown that tubercle 
bacilli may pass through the thin peritoneal coat from an intestinal 
ulcer and in this way set up pelvic peritonitis. 

Tuberculosis of the bladder is usually met with as an infection 
descending from the renal pelvis along the ureter or else by direct 
extension from the peritoneum. I have previously stated that I 
have not met with an instance of extension direct from a diseased 
Fallopian tube. The early stage of the disease is very puzzling to 
diagnose; in one instance vulvar pruritus was complained of, so 
much so as to suggest glycosuria, especially as marked polyuria and 
intense persistent thirst were complained of as well. Sugar was 
absent from the urine, but the centrifugalized deposit of freshly 
voided urine showed the presence of tubercle bacilli. Subsequent 
treatment by lavage of bladder and injection of iodoform emulsion 
daily did good for a time, but the latter treatment, I am sure, 
lowered the local resistance besides destroying the girl’s appetite, 
and so further hurried on the fatal result. The administration of 
minimum doses of “ vaccine” at intervals of ten days, or as soon as 
the positive phase declines, will in the future, I believe, be of 
material help. 

Tuberculosis of the Uterus. This affection is probably more 
common than is suspected; certainly as secondary to pulmonary 
phthisis it has been met with, but I believe it will be found, as 
microscopical evidence accumulates, that a certain proportion of 
ulcerations of the portio vaginalis, hitherto considered as malignant, 
will prove to be tuberculous. How otherwise can one explain the 
undoubted cures of such lesions after merely scraping, cauterization 
or other relatively superficial treatment? I have seen several such 
cases where the microscopist pronounced the scrapings to be “ granu- 
loma,” and in two instances tubercle bacilli were demonstrated. 
Formerly such cases were treated by supra-vaginal amputation and 
vaginal hysterectomy, the absence of any recurrence being regarded 
as proof that the disease had been eradicated, and where the close 
resemblance to early cervical carcinoma was not proved or disproved 
by the microscope the cases were added to the list of so-called success- 
ful treatment of uterine cancer. 
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Primary Tuberculosis of the Cervix Uteri.* 
By Eric E. Youne, M.S. (Lond.), 
Resident Surgical Officer, North Staffordshire Infirmary. 


TuE rarity of the occurrence of a primary deposit of tubercle in the 
cervix uteri renders needless any apology for the publication of the 
following case. With a view to reasonable completeness of statement 
I have, as far as possible, examined the notes of similar published 


cases and also various papers which from time to time have appeared 
upon the subject. 


I first describe briefly the history and condition of the patient 
on her admission, on the 17th of January, 1905, to the North 
Staffordshire Infirmary under the care of Dr. Wheelton Hind, to 


whom I am greatly indebted for generous help and for permission to 
use the notes :— 


L. S., aged 26, a married woman, complained of a discharge from 
the vagina and pain in the abdomen and back. For the past five 
weeks the patient had noticed a thick, yellow, inoffensive discharge 
from the vagina, and a constant aching pain in the lower part of the 
abdomen and sacral region. There had never been any bleeding 
from the vagina. , 


No family history of tuberculosis could be obtained. The patient’s 
husband was found on examination to be quite healthy. 


The patient had had three children, the last two years and five 
months ago, all healthy. There had been no miscarriages. The 
catamenia had been quite regular up to six months ago, but since 
that date the period had lasted for five to seven days, instead of three 
to four as formerly. The patient had always been healthy, and had 
had no serious illnesses. Although thin, she was a healthy-looking 
woman of a somewhat nervous and excitable nature. 


The temperature on admission was 99°4°F., but it fell to normal 
on the day after admission, and remained so until the operation. 
She said she had not lost flesh. 


Thoraz. The lungs were examined very carefully on several 
occasions, but nothing abnormal was at any time discovered. The 
sputum was also subjected to examination repeatedly, but the 
presence of the tubercle bacillus was never demonstrated. 


* Read before the Obstetrical Society of London, Oct. 3, 1906. 
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Abdomen. Slight tenderness on deep palpation was complained 
of in the hypogastric and left iliac regions, but no unusual condition 
could be traced. The inguinal lymphatic glands were not enlarged. 

Per vaginam. The vulva was healthy in appearance; the vaginal 
walls were natural. The cervix was indurated and enlarged; its 
surface uneven and hard, and in places ulcerated, the ulcers being 
of varying size, and in places nodular and papillary. The cervix 
was not friable, and did not bleed on examination. The uterus was 
anteverted and freely movable. The sound passed 34 inches with 
its concavity forwards. 

The case was thought at first to be one of carcinoma, but on 
considering the patient’s age and history and the absence of 
hemorrhage, the possibility of chronic inflammatory disease or 
tuberculosis was also discussed. So suspicious, however, were the 
appearances that vaginal hysterectomy was performed, and the 
growth completely removed. Convalescence was uneventful. 

In October 1905, six months after the operation, I again examined 
the patient, and found her quite well, with no recurrence of the 
disease. 

The following report upon a portion of the diseased tissue removed 
for microscopical examination was received from the Clinical 
Research Association :—‘‘ Specimen much spoilt by over-hardening. 
In the centre the specimen consists of inflammatory tissue, while 
here and there a giant cell can be seen. Though there are no 
miliary tubercles, yet the lesion may be of tuberculous origin.” 

The uterus was then sent to St. Bartholomew's Hospital, and 
Dr. Herbert Williamson has very kindly furnished me with the 
appended report :— 

“The specimen consists of a uterus removed by the operation 
of vaginal hysterectomy. The organ is hypertrophied, resembling in 
size a uterus in the fourth or fifth week of gestation; both body and 
cervix are enlarged, the cervix relatively more than the body. The 
peritoneal investment is shaggy as from the presence of many 
adhesions. The cervix is thick and elongated. The portio vaginalis 
forms a mushroom-shaped tumour, which projects below the level of 
the vaginal fornices. The surface, hard and nodular, presents areas 
of ulceration ; the loss of substance is greatest around the os externum, 
where deep crater-like excavations are seen. The tissues around 
these excavatioins are friable and necrotic; they can easily be 
scraped away with a blunt instrument, and the deeper parts are then 
seen to be composed of firm, fibrous-looking material. On mesial 
sagittal section, the fibro-muscular wall of the body is hypertrophied ; 
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the mucous membrane is thick, but shows no macroscopic evidence 
of disease. In the cervix the area of ulceration extends nearly to the 
level of the os internum. In the upper part of the cervical canal 
the mucosa is greatly thickened.” 

Dr. Williamson’s remarks on the microscopical appearances were 
as follows :— 

“The tissue examined was a portion of the cervix, cut so as to 
include the area of ulceration. The superficial portion of the fibro- 
muscular stroma is densely infiltrated with products of inflammation. 
Many typical tubercles are present; in the centre are giant cells, 
some of which possess as many as fifteen or twenty nuclei arranged 
round the periphery. The giant cells are surrounded by many layers 
of epithelioid cells, and these in their turn by dense collections of 
small round cells. 

“Towards the centre of many of the tubercles the tissues are 
degenerate, and the cells have lost their characteristic staining 
reactions; whilst, in some parts of the section, areas undergoing 
caseation are visible. The blood-vessels are few and small. 

““The mucous membrane lining the cervical canal can still be 
recognized clearly ; the tall columnar epithelium by which its surface 
is covered is well preserved, and in many places shows an unusual 
proliferation. 

“The glands are numerous and sometimes lined by two or three 
layers of epithelium, the superficial layer columnar, the deeper 
rounded or polygonal. Scattered tubercles and giant cells are seen 
in this structure also. An attempt has been made to demonstrate 
the presence of the tubercle bacillus in the tissues. This has proved 
unsuccessful, possibly because the uterus had been immersed in 
formalin before the examination. 

“From the characters and distribution of the giant cells, from 
the presence of the numerous typical tubercles bounded by well- 
marked fibrous-tissue bands, and from the areas of caseation, I have 
no hesitation whatever in pronouncing the specimen to be one of 
tuberculosis of the cervix uteri.” 


Before I enter into a discussion of the case, I desire to record 
my grateful acknowledgments to Dr. Champneys, Mr. Spanton, and 
Dr. Herbert Williamson for valued advice and aid in my investiga- 
tion. 


Tuberculosis of the cervix uteri is extremely rare; indeed, in 1861, 
Rokitansky ! even denied its existence. Its rarity is shown by the 
fact that in 27 necropsies performed by Doran on tuberculous women 
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only one case of cervical tuberculosis was discovered. It is seldom 
associated with tuberculosis of the fundus uteri; thus Spaeth found 
the cervix affected in six instances only out of 119 cases of uterine 
tuberculosis. 

The first undoubted instance, which proved to be secondary to 
disease of the urinary tract,seems to have been described by Virchow.? 
Finally, its existence as a primary disease without signs of tuber- 
culosis elsewhere is still rarer. | 

In Emanuel’s case of a woman, aged 50, the lungs were healthy, 
while Whitridge Williams,’ in a very instructive paper, reports two 
cases of this disease, in one of which the autopsy disclosed pulmonary 
tuberculosis with caseous mesenteric glands. The pelvic organs here 
were not affected, with the exception of the lower third of the cervix 
and the upper part of the anterior vaginal wall, where there existed 
a largely ulcerated surface with slightly elevated margin, the base 
of which was studded with grayish granulations containing typical 
giant cells and tubercle bacilli. The uterine body, adnexa, and 
bladder were found, on careful microscopical examination, to be 
unaffected. In the second case there were evidences of incipient 
pulmonary trouble. In reviewing the literature upon the subject, 
Williams urged that tuberculosis of the cervix, whether primary or 
secondary, tends in conformity with some unascertained law to 
restrict itself to that structure. 

Vitrac details the case of a woman with tuberculosis of the cervix, 
in whom he found consolidation of the left lung at the apex. 

In Frank’s case an undoubted past history of tuberculosis existed, 
since the patient had had a metacarpal bone and phalanx excised 
for this disease. The lesion of the cervix was nevertheless mistaken 
for carcinoma. 

Zweigbaum, of Warsaw, mentions a case in which the vaginal 
portion of the cervix was alone affected, and the patient was 
apparently cured by the use of the cautery. She died later, however, 
from general tuberculosis, and tubercular ulceration in the vagina 
had recurred. It would seem, therefore, that in this instance the 
cervix was not the only part of the body involved when the case 
first came under observation. 

Vassmer, of Géttingen,® reports that six instances of uterine 
tuberculosis occurred in the Géttingen Frauenklinik within ten 
months, and in only one did the tuberculosis affect the uterus alone. 
As regards the pathological anatomy the following forms of the 
disease were recognized :—Tumour formation, shallow ulcers, miliary 
tubercles, and bacillary catarrh. 
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Murphy, in his exhaustive and interesting address before the 
Chicago Surgical Society, October 19th, 1903, entitled ‘ Tuberculosis 
of the Female Genitalia and Peritoneum” (from which I have 
largely quoted in these remarks), also describes four varieties of 
tuberculosis of the cervix : — 

(1) An ulcerative form, which may be easily mistaken for 
carcinoma; and, in this connection, Whitridge Williams® is of 
opinion that operations for tuberculous ulceration of the cervix have 
not infrequently been performed on the supposition of their carcino- 
matous origin. There may be large or small ulcers; if of the former 
variety the ulcer is generally single, while the latter are usually 
multiple. The entire portio vaginalis may be eroded and excavated. 
The edges of such an ulcer are abrupt, whilst its base is lower than 
its margin, thus distinguishing it from cervical erosions. 

(2) A bacillary catarrhal form, first pointed out by Schutte, where 
the disease is limited to the surface epithelium. 

(3) A papillary form, consisting of proliferating fungous masses, 
beneath which are found tuberculous granulations, 

(4) A miliary form, which is most easily recognized, tubercles 
being scattered over the portio vaginalis and cervical mucosa, and in 
the stroma of the cervix. 

Fraenkel first pointed out that the disease may exist with a 
similar lesion of the Fallopian tubes, the fundus remaining 
perfectly free. Whitridge Williams, in his careful and exhaustive 
article on “ Tuberculosis of the Female Genitalia,’ makes but few 
observations regarding primary tuberculous disease of the cervix, 
and observes that if the body be affected the cervix is rarely involved, 
and vice versd, whilst the cervix may be the only part of the entire 
body presenting tuberculosis, 

Sinclair demonstrated the fact that in tuberculosis of the fundus 
the disease very seldom spreads below the internal os, while car- 
cinoma of the cervix rarely extends upwards through the os inter- 
num. 
The presence of the tubercle bacillus can very rarely be verified, 
and this is probably owing to the seat of the disease being ill-adapted 
for the development of the bacillus, as evidenced by the rarity of 
the disease in this situation. 

Murphy, in his Presidential address already cited, submits the 
question whether this fact is due to the tenacious secretion of the 
mucous membrane of the cervix, or, as Vassmer believes, to the thick 
epithelial layer here opposing the penetration of the bacilli. 

Symptoms and Diagnosis. From the information which I have 
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been able to gather from the various reported cases the subjective 
symptoms are very vague, and cannot be relied upon as a guide to 
diagnosis and treatment. It appears, however, that the disease is 
most active during sexual life, and most commonly occurs between 
the ages of twenty and thirty. 

The most frequent complaint seems to be of a discharge from the 
vagina, purulent in character, which may occasionally be tinged with 
blood, and which possesses a peculiarly offensive odour. The effect 
of the lesion on menstruation is not constant; frequently, as in my 
case, the patients seem to suffer from menorrhagia in varying degree, 
while in some of the recorded instances amenorrhea has existed. 
Generally, little or no pain is experienced. There may be slight 
bleeding from the growth on vaginal examination. The progress 
of the disease is usually ascertained to have been very slow. The 
greatest difficulty occurs at times in diagnosing between a tuberculous 
and a carcinomatous lesion, and in Beyea’s statistics (quoted by 
Murphy), showing how perplexing is the diagnosis, out of 56 cases 
14 were thought to be carcinoma. 

Lewers’ reports a case very similar to my own, with the exception 
that there was a history of bleeding and that the growth bled on 
examination ; and here again the diagnosis of carcinoma was arrived 
at, and the real nature of the growth was only discovered after 
operation. Lewers cites Cullen, who, though reporting several cases 
of tuberculosis of the uterus in his book on “ Cancer of the Uterus,” 
(p. 194), does not mention any case in which the disease was limited 
to and primarily resident in the cervix. He also quotes Pozzi, who 
speaks in his “ Treatise of Gynecology ” (New Sydenham Society’s 
translation, Vol. iii., 1893, p. 128) of the rarity of invasion of the 
generative apparatus by tubercle, and states that the cervix seems to 
be particularly refractory, the tubes most frequently constituting the 
starting-point, the disease proceeding thence to the ovaries, and rarely 
to the uterus. 

In an inaugural dissertation, Nassauer® describes the case of a 
patient, aged 45, whose uterus was removed for carcinoma of the 
cervix. Examination of the specimen, however, showed that besides 
malignant disease of the cervix, two reddish nodules, the size of a 
cherry, projected above the normal corporeal endometrium. Micro- 
scopically, these consisted of numerous irregular, dilated glands, the 
lumina of which were partly empty and partly filled with leucocytes. 
There were also several flat cells and a few tubercle bacilli. 

Nassauer ® reports a rare instance of epithelioma of the cervix, 
in which an examination of the extirpated organ disclosed several 
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tuberculous nodules in the corporeal endometrium, the lowest nodule 
being one inch above the upper limit of the malignant disease. 
These nodules were supposed to be cancerous until a microscopical 
examination proved that they contained numerous giant cells and 
tubercle bacilli. The apparently healthy endometrium was also the 
seat of commencing tuberculous disease. Since the cancerous affection 
had existed for upwards of four months, whilst the tubercles were 
evidently of recent origin, the writer inferred that the latter had 
developed subsequently and were the result of a primary infection. 
There was no evidence of tuberculosis elsewhere in the system. 

We thus observe that tuberculosis and carcinoma may co-exist in 
the same organ, thus rendering the diagnosis still more complex, and 
demanding early and radical surgical interference. On the other 
hand, the ease with which this lesion may be confounded with 
carcinoma in its early stages may supply an explanation of some 
of the few cases of so-called cure after operation in supposed car- 
cinoma of the cervix, where sections of the growth have not been 
examined microscopically. 

Extreme care is therefore necessary in establishing a differential 
diagnosis between tuberculosis, erosions and early carcinoma of the 
cervix, and we must rely upon (1) the clinical characteristics of 
the lesion furnished by a minute and exhaustive examination locally, 
under an anesthetic, if necessary; (2) an examination of a small 
portion of the growth, microscopically and bacteriologically; (38) 
inoculation experiments; (4) the presence of any signs of tuberculosis 
in other parts of the body; and (5) lastly, a knowledge of the patient’s 
personal history and of the duration of the subjective symptoms. 

Whitridge Williams,® in discussing the great importance of 
distinguishing a tuberculous from a cancerous ulceration of the 
cervix since hemorrhage and a foul discharge may be present in 
both, insists that the detection of the tubercle bacilli in the vaginal 
discharge affords the only positive evidence of the true condition. 

As regards the etiology, I will merely refer to the possibility of 
infection by means of the blood-stream and by direct contact. 
In favour of the former, Kleinhaus (quoted by Murphy) urges: 
(1) the existence of tuberculosis of the genitalia following tuberculosis 
of the lungs, with no intermediate foci; (2) the frequent localization 
of tuberculosis on the site of the placental attachment; and (3) the 
transmissibility of the bacillus from the mother to the foetus. 

Coition was regarded as a probable starting point by both 
Cohnheim !° and Verneuil,!! the former in 1879, and the latter in 
1883; and Murphy reports a case in which direct transmission by 
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coitus also occurred, though he has seen so many instances of 
tuberculosis of the epididymis with the tubercle bacillus in the urine 
and seminal discharge in married men without the wife being 
affected, that he concludes that other conditions are necessary for the 
development of tuberculosis in the female genital tract. 

Williams considers that tuberculosis of the cervix is doubtless 
due to direct infection by the fingers, by instruments, or by coitus, 
rather than to the contact of infectious discharges originating higher 
up in the genital canal, there being a previous lesion of the cervix 
as well as an “ inherited predisposition to genital tuberculosis.” 

Frankenberg !? discusses the possibility of infection through 
coitus, which he regards probably, but not positively, demonstrated 
by the presence of the tubercle bacilli in the semen of males. Other 
cases have been reported of female genital tuberculosis where the 
husband suffered from tubercular disease of the testicle, notably, by 
Pfannenstiel, and many similar instances, in which the husband was 
tuberculous and the wife healthy, are recorded by Keppler, Hofmeier, 
Strassman, von Franqué, Jacobs and others. 

Gaertner is of opinion that infection by means of coitus must be 
rare, on the ground that if it frequently occurred the glans penis 
and male urethra would often be found to be the seat of tuberculous 
lesions, whereas in actual experience this is only exceptionally the 
case. 

Popoff,!* as the result of numerous experiments, made by injecting 
a bacillary culture into the vagina of healthy guinea-pigs, concludes 
(first) that it is impossible to infect the genital organs with tuber- 
culosis unless there is some preceding trauma, and (secondly) that in 
cases of tuberculosis following traumatism the lesions remain 
localized in the genital apparatus and the lymphatic glands in 
connection with it. 

The prognosis in tuberculous disease of the cervix uteri is 
naturally as gravely important as in tuberculous lesions in any other 
portion of the body, but it may be said to be favourable if the disease 
is properly treated surgically, and depends largely upon the existence 
or absence of tuberculous lesions elsewhere and their extent. 

The general opinion in respect of treatment seems to be in favour 
of radical measures. Frank and Emanuel believe it best to remove 
the uterus, and in this connection Pozzi !4 remarks: “ There should 
be no hesitation in performing hysterectomy even for a very 
circumscribed ulceration of the cervix if the diagnosis be certain.” 
Dr. Lewers!® expresses practically the same judgement, and observes 
“that, given a case of primary tuberculosis of the cervix, where there 
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is reason to believe there is no tuberculosis elsewhere, vaginal 
hysterectomy is the right treatment.” On the other hand, Murphy !* 
is of opinion that “in cases where the cervix alone is involved, 
amputation of the cervix is ample; such an operation as panhysterec- 
tomy, which gives a mortality of 30 per cent., should not be 
performed except in the rarest of instances.” 

If the patient objects to the more radical form of treatment (by 
removal of the uterus) after the facts, present and remote, have all 
been carefully explained to her, then milder measures must be 
resorted to; placing first, amputation of the cervix; failing this, 
many observers are in favour of curetting, and cauterizing either 
by the actual cautery or by means of zinc chloride; this treatment 
is considered by some authorities to be sufficient to arrest the disease. 
It must always be remembered that the nature of the disease demands 
efficient general, as well as local, treatment, and the patient must 
therefore be placed under the best possible hygienic surroundings. 
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The Treatment of Puerperal Sepsis by Active Disin- 
fection of the Uterus, with a series of cases. 


By A. Knyverr Gorpon, M.B. (Cantab.), 


Medical Superintendent of Monsall Hospital; Lecturer on Infectious 
Diseases in the University of Manchester. 


I purpose in this paper to describe a series of cases of puerperal 
septic disease in which I have adopted a method of somewhat 
vigorous disinfection of the uterus, and to compare it with a similar 
group in which systemic medication was alone employed. At the 
same time a few remarks on the general type of case encountered 
in both series may not be amiss. 

The patients that have come under my care have all been, in the 
first instance, notified to the Medical Officer of Health, and removal 
to hospital has been requested by the certifying practitioner or by 
the relatives. 

In every case a thorough examination has been made in the 
operating theatre of the hospital, with the patient in the lithotomy 
position and usually under the influence of ether or chloroform. 
Latterly, however, at the suggestion of Sir William Sinclair, I have 
given with advantage instead alcohol followed by morphia, the vagina 
having been packed with gauze soaked in a 10 per cent. solution of 
eucain lactate. In all cases a bacteriological examination of the 
contents of the uterus has been made, and, if necessary, of the blood 
(from the basilic vein) also; latterly a series of blood counts has also 
been taken. When the uterus has not been actively treated it has 
either been left alone altogether or simply douched with saline 
solution. It so happens that all the cases of sapreemia due to retained 
products of conception have occurred during the period in which the 
active treatment was in vogue. 

The method is as follows :— 

The cervix is exposed, dilated, if necessary, and steadied with 
a volsella. The whole endometrium down to the muscle is removed 
with a sharp curette. This has been specially made for me, and in 
general design resembles Sims’s instrument. The extremity of the 
cutting hoop is, however, flattened, and is much larger than usual, 
measuring an inch and an inch and a half across in the two sizes 
respectively. By this means the possibility of pushing the instrument 
through the walls of a friable uterus is avoided. The cutting edge, 
too, is turned away from, and not towards, the mucosa when the 
curette is in position. The instrument is made as light as possible. 
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When the muscle has thus been laid bare and no loose masses 
are felt with the finger, a douche is given if the bleeding is severe 
and the whole raw surface is swabbed over carefully with a Playfair’s 
probe tipped with gauze soaked in undiluted “ medical” izal fluid. 
This part of the operation is performed with great care and with 
as much force as can be safely employed, the drug being well rubbed 
into the uterus. As the izal acts as a hemostatic, there is usually 
no occasion for hurry. The uterus is then packed either with gauze 
or lint soaked in a 1 in 200 solution of the same drug, or with 10 per 
cent. izal gauze. The vagina is loosely plugged also. The plugs 
are taken out on the next day and not re-inserted. No douche of 
any kind is given, but, if necessary, the swabbing is repeated. 
Vaginal douches are not employed during the subsequent period. 

Before considering the cases in detail it will be well to note that, 
in the fairly numerous papers that have been written about curetting 
in puerperal septicemia, the operation that has been referred to is 
either the use of the blunt curette to remove anything that is either 
loose or so soft as to be easily detached, this being followed by an 
intra-uterine douche, or occasionally the employment of a sharp 
instrument, no mention being made of any treatment of the resulting 
raw surface. This being so, it is not surprising that the operation 
has come to be regarded with disfavour by such authorities as 
Fritsch, Mundé, Boldt, Garrigues, Bumm and others. It also 
accounts for the attitude of the teaching schools in this country, 
which certainly appears to be adverse to the use of the curette at all. 
For this there is every justification. If a blunt instrument is 
employed the process is one of stirring up rather than of removal of 
tissue, while the risk of perforation of a soft uterus is certainly 
present, on account of the forcible handling which the bluntness of 
the instrument necessitates. The difficulty of accurately guiding 
the intra-uterine end is greatly increased when a flushing apparatus 
is connected to the handle. There would also appear to be some 
ground for the apprehension with which the use of a sharp curette is 
regarded when not followed by adequate treatment of the raw surface 
it produces. Of the danger of the blunt curette I have recently seen 
a striking illustration. A patient, was delivered of a healthy, full- 
term child, the labour being so easy that the midwife did not arrive 
until the child was born. The midwife appears to have infected the 
patient, however, in her attempts to deliver the placenta. Forty- 
eight hours later the temperature rose, but the woman did not seem 
to be seriously ill. On the next day, as the pyrexia persisted, the 
medical attendant curetted the uterus with a blunt curette. In 
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twenty-four hours the condition changed markedly for the worse, 
and the patient was admitted to this hospital with obvious general 
peritonitis. She died in six hours. 

When these cases of puerperal sepsis first came under my care 
I had been led to regard the curette as dangerous, and therefore 
relied mainly on general treatment, regarding the high mortality 
that ensued as more or less inevitable in the type of case with which 
I had to deal. Latterly, however, I have been using the curette 
much more freely. 

I am now in a position to compare the results of the two methods 
more or less accurately. Out of 79 cases treated by general means 
alone, with or without intra-uterine douches, 7 died—a mortality of 
A6 per cent. In 86 cases where the method I have described was 
employed, the mortality was 20 per cent. only. Now these cases are 
strictly comparable. No kind of selection was made, and, as will 


be seen from the table annexed, many were curetted who appeared — 


to have but little chance of recovery. The type of case did not vary 
at all in the two series, and the general treatment and methods of 
nursing remained the same throughout. In so far as serum treat- 
ment is concerned, the advantage, if any, lies with the cases that 
were not curetted, inasmuch as a bactericidal serum of one type or 
another was employed at first in almost every instance where izal 
was not used, while of late the knowledge that has thus been obtained 
of its method of action has enabled a certain amount of selection to 
be made. I may say that the object of this is merely to avoid the 
considerable expense of the sera, there being no evidence to show 
that they have ever done harm. As the usual dose has been 
100 cubic centimetres, the probability is that the occasional absence 
of any visible effect is not due to insufficient dosage. I do not, 
however, wish to speak here of the details of the serum or general 
treatment. It is merely necessary to point out that any improvement 
in the mortality of the actively treated cases cannot well be attributed 
to any other factor than the operation itself. 

In comparing the Monsall cases with those emanating from 
maternity cliniques and from private practice, it is, however, 
necessary to take into consideration the nature of those that are sent 
to an isolation hospital. I am inclined to think that few obstetricians 
are aware of the intensity of the illness that must be present before 
the help of the sanitary authority is sought. In fact, it is only since 
the introduction of the Midwives Act that we have known it 
ourselves. In the whole series of 165 cases there have been only 
twelve in which obvious signs of danger to life were absent. Many 
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had but a few hours to live, and it has been obvious in the past that 
impending death or unmanageable delirium was the motive for 
sending patients to the hospital. There are, however, signs that, as 
the Midwives Act becomes better known, steps towards removal may 
be taken earlier, in the interests of the patient herself. 


Previous to admission the patients had received practically no 
nursing at all, while the medical treatment consisted for the most 
part of vaginal douches and of anti-pyretics. Occasionally an 
intra-uterine douche had been given by the practitioner. 

In 100 cases in which the history could be accurately obtained— 
and in this respect I have to express my obligations to Dr. Niven, 
Medical Officer of Health, and to Dr. Margaret Merry Smith, Medical 
Officer to the Midwives Supervising Committee—the average “day of 
disease ” on which the patient was admitted to hospital was between 
the fifth and sixth. This, moreover, represents a clinical and not 
merely an arithmetical average, as I have excluded certain instances 
in which the patient was sent in some three weeks after the onset 
for subsequent pelvic suppuration. In the fatal cases in the 
“curetted ” series this average was between the sixth and seventh 
day. Out of the 165 cases, 10 were suffering from sapremia only, 
three were gonorrheal cases, while in 12 general peritonitis was 
present on admission. Other operations, either laparotomy (17), 
vaginal incision (5) or hysterectomy (6), were performed in 28 cases. 

It is therefore, evident that in these severe cases expectant treat- 
ment has not been so successful as active disinfection of the uterus, 
and the experience of others renders it unlikely that the improvement 
can be attributed to the curette alone. 

I am, myself, inclined to give the credit to the use of izal. I 
was led to try it for intra-uterine work on account of my previous 
experiments in the treatment of the sloughing faucial inflammation 
often seen in cases of septic scarlet fever. In this disease I took 
groups of similar cases and treated the fauces with various antiseptics, 
such as strong chlorine solutions, carbolic acid (pure), strong 
mercurial solutions, and so on. While most of these were actively 
poisonous, none seemed to do very much good. After reading the 
work of M. H. Gordon and Klein on the action of izal on the 
streptococci found in scarlet fever, I tried swabbing the fauces with 
undiluted izal, and I at once found a difference, in that the izal did 
not attack healthy mucous membrane, but had a marked effect on 
necrotic tissue. Its effect on the throats could be watched from 
day to day, and I may add that the possibility of obscuring the 
observation by previous predilection was avoided by the colouring 
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and scenting of the various applications employed, so that I could 
not tell what drug I was using. They were labelled with a number 
only, and the results noted at the time and subsequently compared. 
I did not find this selective action in the case of any other antiseptic. 

The only other drug from which I have had good results in intra- 
uterine applications has been the perchloride of mercury, but in every 
case in which this has been used signs of poisoning have occurred. 
Though the diarrhea may sometimes be an advantage, it is not so in 
every case, and it can in any instance be more satisfactorily produced 
by the administration of a known dose of calomel by mouth. 

I have never seen any toxic symptoms from izal, and from inquiry 
into the after history of our cases of puerperal sepsis I find that, in 
several, subsequent pregnancy has taken place. It would appear then 
that it has no deleterious action in this respect. 

Objection has recently been taken to the employment of active 
local measures in puerperal sepsis on the ground that the barrier 
of leucocytes may be thereby broken down. It is, however, precisely 
in these severe cases that the barrier, if existent at all, has failed 
to stop the progress of the septic absorption. 

I append a table showing the cause of death in the fatal cases 
treated by local disinfection : — 

TABLE SHOWING CAUSE OF DeaTH IN FaTaL CaSES TREATED BY LocaL 


DISINFECTION. 
Day 
Day of of Disease 
Initials Disease on on which 
which Patient Death 
No. Patient. was admitted. occurred. Cause of Death and Remarks. 
1 CW. 8th 9th Death within 24 hours of admission 


from rupture of an abscess of 
the broad ligament, which was 
thought to be a phlegmonous 
mass. 


“2. RE. 12th 12th General peritonitis: laparotomy at 
same time as curetting. 
3. M.H. 8th 10th Intense toxemia on admission: 


vaginal hysterectomy two days — 
later: death from shock. 

_ 4 MON. 5th 35th General peritonitis: laparotomy on 
admission: temporary recovery 
and death 4 weeks later from 
pyzmia and venous thrombosis. 


FP. 12th 40th Died 4 weeks after admission from 
pulmonary abscess. 

6. F.C. 7th 12th Profound septicemia on admission : 
no gross lesion found. 

7% MR. 2nd 5th Profound septicemia: vaginal 


hysterectomy 3 days later: 
death from shock. 
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11. 


12. 


13. 


14. 


15. 


16. 


18. 


19. 


20. 


Initials 


0 
Patient. 
M. B. 
M. W. 
C. R. 


8. C. 


R. A. 


M. L. 


M. M. 


F.C. 


A.S. 
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Day 
Day of of Disease 
Disease on on which 

which Patient Death 
was admitted. occurred. 

llth 15th 

9th 10th 

3rd 13th 

6th 10th 

10th 12th 

3rd Tth 

4th 66th 

6th 14th 

10th llth 

Tth 

6th 8th 

3rd 5th 

4th 6th 


Cause of Death and Remarks. 
Much pelvic peritonitis on admis- 
sion: death from septicemia. 
Much retained placenta: profound 
septicemia, general peritonitis, 
and laparotomy on admission. 

Recovered temporarily; died 10 
days later from double pneu- 
monia. 

Uterus very soft and riddled with 
abscesses: vaginal hysterectomy 
4 days later: death from shock, 

Profound septicemia: uterus 
gangrenous and riddled with 
abscesses. 

Profound septicemia on admis- 
sion: vaginal hysterectomy 4 
days later: death from shock. 

Much retained placenta on admis- 
sion; also cystitis; temporary 
recovery ; cystitis continued, and 
patient died from pneumonia 
2 months later 

Pneumonia on admission: much 
foul placenta in uterus; pelvic 
inflammation also: abdominal 
section 6 days later: no pus 
found: abdomen closed: vaginal 
hysterectomy 2 days _ subse- 
quently: death from shock. 

Profound septicemia: patient 
never rallied. 

Profound septicemia: pelvic 
inflammation on admission: 
4 days later laparotomy: double 
pyosalpinx and diffuse suppura- 
tion of uterus: hysterectomy: 
death from shock. 

Profound septicemia, laparotomy 
also, on admission: diffuse 
suppuration in uterus and broad 
ligament: patient’s condition 
did not permit of hysterectomy. 

Profound septicemia: extreme 
abdominal distension: laparo- 
tomy at same time: abscess in 
broad ligament found: death 
from shock. 

General peritonitis on admission : 
laparotomy at the same time: 
no improvement. 
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On the Mode of Development of Uterus Bicornis. 
By Curnsert Lockyer, M.D., B.S., F.R.C.S., M.R.C.P., 


Senior Physician to Out-patients, Samaritan Free Hospital for 
Women, London; Hon. Gynecologist, St. Mary’s Hospital, 
Plaistow, §c. 


In the Journat for December, 1906, I described and discussed the 
pathology of cornual gestation in connection with a specimen of Mr. 
Doran’s, in which rupture of a cornual gestation had occurred. By 
way of supplement to that paper, I now offer some remarks on the 
development of uterus bicornis, passing in review the various theories 
that have been propounded to account for it. 


MALFORMATIONS OF THE UPPER PORTION OF THE FEMALE GENITAL 
TRACT. 


Defects of development in the female internal genitalia are very 
variable, ranging from what appears clinically as a total absence of 
tubes, ovaries, and uterus, to a shallow depression in the centre of 
the fundus uteri (¢ntrorsum arcuatus ), a mere trace of abnormality 
easily overlooked, and indicating the once bifid state of the organ. 
Total absence of the internal generative apparatus probably never 
occurs. I reported upon a case,* at a meeting of the Obstetrical 
Society of London last spring, in which there was no clinical evidence 
of the existence of any structure representing the internal sexual 
apparatus. Nevertheless laparotomy revealed fully-formed ovaries 
and partially developed Fallopian tubes. On further inspection 
solid muscular bodies were detected close to the ovaries on each 
side of the pelvis. These structures represented those parts of the 
Miillerian ducts which form the uterus. To each of these muscular 
bodies was attached an enormously hypertrophied round ligament. 


I. Development of the Rudimentary Horn. 


It is now commonly accepted by embryologists that the tubes, 
uterus and vagina are developed from the ducts first described by 
Johannes Miiller in 1830, and since called the Miillerian ducts. 
These ducts take their origin as a thickening of the coelomic epi- 
thelium which forms a solid bar external to the Wolffian ducts. By 


* Two cases of imperfectly developed generative organs.” Trans. Obst. Soc., London, 
vol. xlviii., p. 75. 
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the end of the second month, when the embryo is 2°5 to 3 cm. long, 
Miiller’s ducts have reached the sinus urogenitalis. In its downward 
course the duct of Miiller uses the Wolffian duct as a guide, lying 
at first outside and then on the median side of the latter. At the 
end of the second month the fusion of Miiller’s ducts occurs; this 
blending starts at a point corresponding to the later junction of 
uterus and vagina. In cases such as that now under consideration, 
whilst the distal parts of the ducts succeed in fusing to form the 
cervix and vagina, the proximal portions, by a developmental 
hindrance, remain divided and a uterus bicornis unicollis results. 
So much for the date of origin of the bicornute condition. There 
are many theories as to the causation of the defect. Gratzer, writing 
in 1837, and quoted by Erwin Kehrer, attributed it to fetal peri- 
tonitis, and Olshausen regarded the peritonitis as due to the escape 
of urine into the peritoneal cavity. Mackenrodt and others refer it 
to the toxin of syphilis. Pick and Meyer state that there can be no 
peritonitis in the absence of bacteria. Dudgeon and Sargent’s work 
of more recent date tends to support this view. Erwin Kehrer, on 
the other hand, quoting Mainzer, says it is generally known that 
inflammation can occur apart from bacterial infection. Kehrer 
instances chronic synovitis from injury, the periostitis around a 
cephalhematoma, the periostitis at the periphery of a bony new 
growth, and the encapsulation of a hematocele in support of this 
view, adding that there is no objection to the existence of a fetal 
peritonitis; but if we use it to explain developmental errors of the 
genital tract, it must be present in the first two months of 
foetal life. One result of foetal peritonitis may be the shrinking of 
the ligamenta rotunda, and this may cause non-fusion of the 
Miillerian ducts merely by mechanically keeping them apart. The 
presence of the well-known recto-vesical ligament of Krieger—a 
short sickle-shaped fold of peritoneum running from the posterior 
wall of the bladder across the middle of the small pelvis to the 
anterior surface of the rectum—has been regarded as a mechanical 
barrier to the fusion of the two Miillerian ducts. There are many 
authorities who regard this band as the result of, and not the cause 
of, uterus bicornis (Winckel and Nagel). Orth and Schréder say 
it is the result of fetal peritonitis, but against this view is the fact 
that when present it always has a central position. I have myself 
observed this band in a case where peritonitis was out of the ques- 
tion, and where it was a most definite fold of normal peritoneum. 
Another view, advanced by Thiersch, regards the bicornute condi- 
tion as due to a strong development, long persistence, and wide 
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separation of the Wolffian bodies. The Wolffian bodies originally 
lie between the upper parts of the Miillerian ducts, and by long 
persistence may intercept the fusion of the proximal ends of the 
ducts to form the corpus uteri. In a case of my own I discovered 
an adenomyoma in the septum of a uterus septus, and such a case 
as this would lend support to Thiersch’s view; but, in my opinion, 
this must be very rare, for in thirty-one cases of adenoma and cyst- 
adenoma recorded by v. Recklinghausen there were only two in 
which the uterus was bifid. Early in 1905, I published with Mr. 
Alban Doran a report, which appeared in this JouRNAL, of two cases 
of fibromyomata in the septum of the uterus.* We added short 
notes of many similar cases, and referred to Ludwig Pick’s view 
that the neoplastic focus occurred early enough in embryonic life to 
interfere with the disappearance of the median septum. Rieder is 
quoted by Kehrer as having drawn attention to the large size of 
Gartner’s duct in cases of uterus bicornis, and this observation has 
been advanced as a support of Thiersch’s theory; but it has since 
been disproved by Kussmaul’s researches on the parametrium. 
Pfannenstiel’s view is that the failure of union is due to an abnormal 
width of the fetal pelvis, but Hegar and others have found the 
pelvic measurements normal. In 82 cases collected by Erwin Kehrer 
only one case is recorded with abnormally wide pelvis. 

Von Winckel and Robert Meyer have found a primary hypertrophy 
of the round ligament and attribute the bicornute condition to the 
lateral traction of these unusually strong ligaments. I have myself 
been able to give considerable support to this view in some recent 
observations on abnormally developed internal genitalia published in 
the Trans. Obst. Soc., London, vol. xlviii., 1906, p. 75, in which the 
illustrations show excessive hypertrophy of the round ligament in 
the absence of pregnancy and inflammation. Kehrer says, “We 
admit the influence of the ligamenta rotunda in retroversion of adult 
uteri, therefore why not go a step further and grant their influence 
in intra-uterine life on the development of the uterus, especially as 
their muscle fibres develop very early?” Bicornute uteri have been 
found associated with congenital hydronephrosis, with abnormal 
distension of the bowel and bladder, and with various defects in the 
upper parts of the body, and a far-fetched etiological connection 
between these lesions has been claimed (Schupmann and Vrolik), but 
kidney defects are a rare association of bicornute uteri. 

*“Two Cases of Uterus Septus Unicollis, both associated with Fibromyoma, and 


one also with Hematosalpinx,” Journal of Obstet. and Gynecol. of the Brit. Empire, 
vol. vii., p. 167. 
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Falk says that twisting of Miillez’s ducts has been proved to exist 
in most cases of uterus subseptus bilocularis, and that it alone suffices 
to explain the prevention of fusion. He declares that as proof of its 
occurrence an alteration in the direction of the folds of the arbor 
vite in the cervical canal has been observed and, also as in his own 
case, an anterior displacement of one of the round ligaments. This 
abnormality will, however, only account for cases of uterus septus 
or partim septus; it cannot be made to explain the existence of a 
rudimentary or subsidiary horn. The latter can only be explained 
by assuming the existence of early nutritive changes in the ducts 
themselves or by some mechanical intervention such as the lateral 
traction of shortened or hypertrophied round ligaments or the long 
persistence of the Wolffian bodies. 

To explain the condition of uterus bicornis unicollis with rudi- 
mentary horn, Erwin Kehrer advances three theories, of which he 
says the first agrees with developmental facts, the second is accept- 
able for a few cases only, whilst the third denies the origin of the 
uterus and vagina from Miiller’s ducts. The first theory maintains 
that after the approximation of Miiller’s ducts they fuse in their distal 
portions, but above the neighbourhood of the later cervix fusion 
does not take place, and the epithelium of one duct disappears. Then 
follows imperfect development of the duct which has lost its epi- 
thelium, and a rudimentary horn is the result. What causes the 
epithelial defect—whether a local inflammation, or edema, hemo- 
trhage, or other nutritive disturbance—is not known. The second 
theory maintains that one of the ducts fails to reach the sinus urogeni- 
talis, but halts at a point in the plica urogenitalis which corresponds 
to the position of the later cervix. The epithelium of the distal part 
disappears and a pedicle of mesoblastic tissue takes the place of that 
part of the duct which should help to form cervix and vagina. The 
vagina is then formed from one Miillerian duct only, a condition 
which is normal in the hen. This theory of suspension of distal 
growth of one of Miiller’s ducts has the support of Amann, junior, 
who by serial sections demonstrated its retrogression in the peri- 
pheral portion. He showed an embryo in which one of the ducts 
did not reach the genital cord. In my case, already referred to 
(Trans. Obst. Soc., London, loc. cit.). Miiller’s ducts on each side 
were represented by the outward third of the tube, then came total 
absence of the ducts corresponding to the middle two-thirds of the 
tube, followed by asolid bar of muscle corresponding to a cornu uteri, 
and finally by a long interval between the latter and the top of a 
normally developed vagina. This shows that certain segments may 
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undergo obliteration whilst the intervening segments may pass on 
to full or partial development. 

The third theory mentioned by Kehrer is disproved by the exis- 
tence of a double vagina. It regards the vagina as arising from the 
sinus urogenitalis. The Miillerian ducts then fuse with the top of 
the vagina, and one may fail to do so giving rise to a rudimentary 
horn. Kehrer states that with this theory agrees the patho-ana- 
tomical fact that the squamous epithelium of the sinus urogenitalis 
borders on the cylinder epithelium arising from Miiller’s duct, and 
that here, in obedience to Cohnheim’s theory, malignant disease is 
especially prone to arise. 


II. Appearances of a Rudimentary Horn to the unaided Eye. 


The most primitive rudiment of a secondary horn is a small round 
or long fibrous body containing some muscle and applied to the 
cervix or united to it by an isthmus of connective tissue. 

A stage further in development presents us with a solid thin 
band-like structure attached to the well-developed horn from which 
it turns upwards and outwards at a variable angle and runs into 
the round ligament and rudimentary tube of its own side. Still 
further up the scale the upper and thicker end of this long muscular 
strand widens out and includes a small cavity, which represents a 
rudimentary cavum uteri. If the uniting ligament is short this 
cavum may represent a corporeal cavum or a cervical cavum. If 
the band of union is short and runs up into a cavity, that cavity is 
equivalent to a cavum uteri proper. If there is no pedicle and the 
cavity lies close to the true cervix, or if it runs up into a solid 
strand from which the adnexa proceed, then the cavity is the cavum 
of a rudimentary cervix. A stage further and we have a typical 
rudimentary horn—a fleshy, mostly solid, but occasionally narrowly- 
canalized band of union which becomes dilated above into a large 
muscular oval or cylindrical hollow body, from which a normal 
canalized tube, a ligamentum rotundum, and a ligamentum ovarii 
proceed. The tube and ovary are functional and the cervix is longer 
than the corpus. 


III. Anatomical Relations. 

‘With regard to the anatomical relationships of the rudimentary 
horn, Kehrer remarks that it is covered by peritoneum to the level of 
the internal os of the principal horn, from whence the peritoneum 
passes off to the rectum and bladder. The utero-vesical pouch and 
the folds of Douglas are formed of peritoneum which passes off from 
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the chief horn; that of the rudimentary horn does not pass so low 
down, but fuses with the pouch of Douglas on its own side: this 
makes the pouch of Douglas deeper on the side of the better- 
developed horn. 


With regard to the vessels running to the rudimentary horn, some 
authors find them scanty, others describe them as numerous and 
dilated. Hegar found the horn supplied by a small branch arising 
from the external iliac. 

The relationship of the rudimentary horn to the adnexal struc- 
tures will be considered under the heading “ Effects of Pregnancy.” 


IV. Anatomy and Histology. 


The gravid rudimentary horn is thickest at its lower pole, and 
thins off towards the upper part. It is said that there is an excess 
of connective tissue in place of muscle at the upper pole. Beckman 
found the muscle split up into small bundles, and between these 
bundles there were wide wavy strands of fibrous tissue. 

Kehrer, on the other hand, found no increase in connective tissue 
at the periphery of a rupture in the upper pole. 

Werth describes three different muscular lamine, an external and 
internal with parallel fibres and a middle with irregular bundles in 
various planes, whilst between the latter lay large blood-vessels. 
At the thin part of the sac wall the middle irregular lamina was 
absent. 

Kiichenmeister says there is no sphincter muscle in the lower 
pole of a rudimentary horn even when the latter is canalized. 

The state of the mucosa will be considered under the heading of 
physiological function. 


V. Different Types of Rudimentary Horn. 


Kehrer devotes his attention exclusively to the class of double 
uterus in which there is present a rudimentary horn. He collected 
no fewer than 82 such cases, two-thirds of them being associated 
with pregnancy and one-third with hematometra. This author 
divides rudimentary horns into two classes:—(1) Those with rela- 
tively good development of the muscular and vascular tissues, and (2) 
those in which these structures are imperfectly developed. In the 
first the wall is but little thinned out by gestation, what thinning 
there is lying towards the upper pole. The muscle undergoes eccen- 
trie hypertrophy and dilatation, so that the cornu can carry gestation 
to term; occasionally a rupture occurs at the seventh month, but 
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clinical experience shows that, as a rule, the gestation is retained 
beyond full term. The canal of the pedicle is always much narrower 
than that of a true uterus bicornis; it is stenosed or it may be 
absent. In the second class, this eccentric hypertrophy and dilata- 
tion are confined to narrow limits and lead to rupture in the first 
six months. The pedicle is generally solid. Only to this second 
class does Kehrer apply the term “truly rudimentary.” He found that 
42°1 per cent. of the 82 cases belonged to his first class, and 40°8 per 
cent, to the second. 


VI. Effects of Pregnancy on the Rudimentary Horn. 

The cornu enlarges with the growth of the ovum. It lies more 
or less towards the side, inclining to the direction of the ilio-pectineal 
line. It is pointed, concave externally, convex internally. Occa- 
sionally the upper pole remains small. The less rudimentary the 
horn is the more does its shape take the oval form. As the horn 
hypertrophies and enlarges the origins of the tube and ovary remain 
near together, but the round ligament shifts to the median aspect, 
and at the end of gestation it may be separated by a distance of four 
centimeters (two inches in Targett’s case) from the attachment of 
the tube and ovarian ligament. Diverticula of the horn result from 
the development of the foetus, and may push their way into extra- 
peritoneal positions and reach deeper down than the vaginal vault. 
The same unequal stretching of the sac which draws the adnexal 
attachments apart can remove them to a considerable distance from 
the summit of the horn, so that the round ligament may come to lie 
about three inches below the summit of the horn. It lay at the 
extreme lower limit of the sac in Targett’s case. The meso-ovarium 
tends to become lost in the peritoneum of the horn, and the ovary 
comes to lie close to the latter. The pedicle of a rudimentary gravid 
horn is very variable in shape, size, thickness, and point of insertion. 
The fusion of the two horns is generally opposite the internal os of 
the principal horn, and the lower edge of the pedicle reaches as low 
as the external os. The pedicle may become twisted at the time when 
the gravid horn rises out of the small pelvis. In Kehrer’s 82 cases 
the pedicle was solid in 57=78 per cent., in 11 it was canalized, 
=15'1 per cent., in 5 it contained a blind canal, =6°8 per cent. In 
Targett’s case it was solid. With regard to the presence or absence 
of a canal in the pedicle authorities differ; Kussmaul, for instance, 
thinks that a canal exists in every case, but that it becomes closed by 
the hypertrophic condition of the horn when pregnancy supervenes. 
On the other hand, complete atresia has been found in the newly 


born. In my specimen there is no microscopical evidence of the 
existence of a canal. 
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VII. Physiological behaviour of a Rudimentary Horn. 

The functional capabilities of the rudimentary horn have been 
carefully studied by Kehrer, Werth, Sanger, Landau, Leopold, 
Calmann and others. A view which formerly prevailed was that if 
menstruation were established in an atresic horn, pregnancy in that 
horn was impossible since the collection of the menstrual fluid led 
to hematometra. Singer said that conception can only occur in 
complete amenorrhea of the rudimentary cornu. Leopold, on the 
other hand, says a menstruating horn may conceive, for the cavity 
being small the amount of blood is slight and becomes absorbed. Galle 
says that the blood is absorbed by the chorionic villi; others state 
that it is ejected and finally absorbed by the peritoneum. Landau 
and Calmann state that in genital defects the mucosa of the whole 
genital tract is normal. In one of my published cases of rudi- 
mentary horn the latter contained a relatively large empty cavity, 
microscopic sections of which showed no sign of normal mucosa 
(Trans. Obst. Soc., London, vol. xlviii., 1906, p. 75), and the cases 
of Werth and Zilleson showed the same defect, but in the latter 
there was hematometra, so that the presence of a collection of blood 
does not seem to depend upon a good or bad development of the 
mucosa. 

Kehrer says that the usual rule is for the better developed horn 
to menstruate whilst the rudimentary horn does not, and he points 
out that pregnancy is three times as common as hematometra in the 
latter, and even when hematometra occurs it is a late development. 
In Werth’s case, for example, it occurred four or five years, and in 
Hegar’s case eleven years, after menstruation was established. Inas- 
much as the pedicle of a rudimentary horn is so frequently non- 
canalized, pregnancy when it occurs within it is usually brought 
about in a very round-about way. In my case the corpus luteum 
verum is situated in the ovary of the same side as the 
rudimentary horn. The spermatozoon must have traversed the 
well-developed horn and the tube belonging thereto, then crossed 
to the opposite side in the peritoneal cavity. We have, therefore, 
an example of transmigratio seminis externa vel intra-peritonealis. 
Cases of pregnancy in atresic horns have been recorded in which the 
corpus luteum verum has been situated on the opposite side, pro- 
viding, therefore, examples of transmigration of both ovum and 
spermatozoon. Virchow’s explanation of these phenomena was that 
the tubes lie nearer to one another than normal, so the tube of one 
side may overlie the opposite ovary; but such an explanation has 
been proved unnecessary. In sharks and roach the abdominal ostium 
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is a considerable distance from the corresponding ovary, and Lode 
found ascarides in the tubes and horns of rabbits after their injec- 
tion into the peritoneal cavity. In cases where the corpus luteum 
belongs to the better developed side and ovum and spermatozoon 
migrate to the rudimentary horn it is difficult to understand why the 
fimbrial cilia of the tube on the rudimentary side should be more 
active than those of the side which is more normal. Yet we are 
bound to acknowledge that such is the case, even though it is very 
rare. 


VIII. Physiological behaviour of the Normal Horn. 


When the rudimentary horn is gravid the chief horn does not 
menstruate as arule. It undergoes sympathetic hypertrophy during 
the first three months proportional to the increase in size of the 
gravid horn. It changes from the shape of a cone to that of a 
cylinder or a pear. It then stretches out and any divergence in the 
direction of the two horns is lost and they lie more parallel. A decidua 
forms within it, and this may be expelled at any time. It is seldom 
expelled in toto. When whole its shape is conical or cylindrical; it 
is long drawn out; it diminishes in size towards one pole; it has two 
openings instead of three. 


DESCRIPTION OF THE RuptuRED CorRNUAL Sac. 


In Mr. Doran’s case (see JouRNAL, vol. ix., No. 6, p. 449), the 
patient had been twice pregnant in the better developed horn before 
the rudimentary horn became gravid. Since we have no knowledge as 
to which ovary provided the ova in these two instances it is open for 
us to assume that either the ovary of the normal side provided the 
ovum in each instance and that there was no migration of the latter, 
or that the ovary of the defective side provided the ovum in one or 
both cases, and that the ciliary current of the normal side was the 
stronger and hence migration of the ovum or ova was determined. 


The history of our patient bore out the well-recognized 
clinical fact that pregnancy in the fully-developed horn is undis- 
turbed by the presence of the rudimentary horn. In both instances 
pregnancy, labour and the puerperium were normal. In none of 
Kehrer’s cases was there any disturbance to the pregnancies oc- 
curring in the better developed half of the uterus, even though in 
one instance (Van Deen’s) a lithopedion existed in the rudimentary 
horn during three pregnancies in the principal horn. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of thevr class.) 


I. 


Three Cases of Chronic Tuberculosis of the Fallopian 
Tube.* 
By Arnotp W. W. Lza, M.D., B.S. (Lond.), F.R.C.S. (Eng.), 


Lecturer on Obstetrics and Manchester University; 
Surgeon to the Northern Hospital for Women and Children, 
Manchester. 


Tue following examples of chronic tuberculous salpingitis came 
under my care within a period of two months, and well illustrate the 
slow progress and insidious course of this disease. It is now generally 
recognized that tubal tuberculosis is relatively frequent, but the 
appearances are not always characteristic, and thus the true nature 
of the infection may escape recognition. For this reason in two 
instances the diagnosis was confirmed by inoculation. This was 
carried out by Dr. Arthur Sellers (after the method introduced by 
Professor Delépine) in the Public Health Laboratory of the Man- 
chester University, and to him I wish to express my thanks. 

CasEI. Mrs. K., et. 32, was seen on the 5th of May, 1906. She 
had been married two years, but had not become pregnant. She was 
somewhat thin, but appeared to be in good health, and had always 
lived an active life. 

Seven years ago, she had an attack of pneumonia which lasted 
three weeks. Since then she had been quite well. 

Menstruation commenced at fifteen, and is of the 28-day type, 
lasting normally about 5 days and being attended with slight 
premenstrual pain. For the last few months the flow had been ex- 
cessive and had continued for 7—10 days, but had been unaccom- 
panied by pain. There was no leucorrhea, 

Her father and mother were alive and well, as also were her five 
brothers and sisters. The father, now 70 years of age, had had an 
attack of hemoptysis 7 years previously, but has apparently quite 
recovered, 

The heart, lungs and abdominal viscera were normal. The abdo- 
men was soft and free from tenderness: slight resistance was present 
on deep palpation of the left iliac region. 


* Communicated to the Manchester Medical Society, December 5th, 1906. 
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The vagina was found to be normal. The uterus was acutely 
retroflexed and displaced to the right: the cervix small and soft. 
A cystic swelling occupied the left broad ligament, extending to the 
front of the uterus. 

Examination under anesthesia revealed that the uterus was 
firmly adherent to the pelvic floor. The cyst was apparently in the 
left broad ligament and the ovary could be recognized on its upper 
surface. The right uterine appendages were adherent, but were not 
obviously enlarged. 

Abdominal section was performed. The omentum and small intes- 
tines were matted together by adhesions which roofed over the pelvic 
viscera. On separating these a large thin-walled broad ligament 
cyst came into view filling up the left side of the pelvis. The uterus, 
which lay below this at the base of Douglas’s pouch and was 
adherent, was set free and brought forward. The left Fallopian 
tube, lying along the upper surface of the cyst, had become converted 
into a pyosalpinx. The right tube and ovary were found embedded 
in dense adhesions. As these were being separated the tube gave 
way and caseous pus escaped from the inner portion of the tube. 
The right uterine appendages were removed. The broad ligament 
cyst was enucleated together with the left Fallopian tube. The left 
ovary was apparently healthy and a portion of it was preserved. The 
abdomen was sutured in three layers and closed without drainage. 

The temperature reached 100° on the day after operation and was 
thenceforward normal. Recovery was uneventful. 

The patient has recently been examined by Dr. Steell, who 
reports that there are no signs of active tubercle in the lungs. The 
apices show slight emphysema which may be the result of a healed 
tuberculous focus. 

Menstruation is now regular, continuing 4 days without pain. 
The general health is good. 

Pathological report. Both Fallopian tubes were thickened, tor- 
tuous and irregular in outline with pouch-like dilatations. The 
inner third of both tubes contained caseating pus. The contents of 
the ampulla were viscid brown muco-pus. The peritoneal covering 
was roughened by fibrinous peritoneal adhesions, but no peritoneal 
tubercles were present. 

No tubercle bacilli were found in cover-glass preparations of the 
tubal contents. On section, the mucous membrane was seen to be 
much thickened owing to a small-celled infiltration which showed a 
nodular arrangement. The epithelium was in many places intact. 
. No giant-cell systems were found, though some of the nodules in the 
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mucosa resembled young tubercles. The microscopic appearances 
were not sufficiently characteristic to make an absolutely certain 
diagnosis, and no tubercle bacilli could be found in numerous sec- 
tions stained by the Ziehl-Nielsen method. Two guinea-pigs were 
inoculated in the left hind leg with small portions of the mucous 
membrane. They were killed in 32 days. Both showed well- 
marked tuberculosis, and tubercle bacilli were found in the affected 
glands. 


The ovary showed peritoneal fibrinous adhesions but no tubercles. 
On section the cortex was firm with areas of interstitial and follicular 
hemorrhage. There was no evidence of tuberculous infection. 


This case is an instance of diffuse tubal tuberculosis of a very 
chronic type, which had resulted in complete disorganization of the 
tubes, and had then become latent for an indefinite period. It is 
remarkable also in that although the patient was highly intelligent, 
no symptoms had been complained of throughout. It seems probable 
that a tuberculous infection of the peritoneum was the primary lesion 
and that the invasion of the tubes was secondary. The peritonitis 
had undergone a spontaneous cure, intestinal and omental adhesions 
being the only evidences of its existence. It is important also to 
note that, although the microscopic appearances of the lesions were 
not characteristic, inoculations showed that tubercle bacilli, virulent 
to guinea-pigs, were nevertheless present. 


Case 11. Mrs. A., et. 41, was admitted into the Manchester 
Northern Hospital on the 10th of May, 1906. She had been married 
17 years and had borne six children; the last pregnancy had occurred 
six years previously. 


Her general health had always been good, but she had lost flesh 
during the last seven months. 


Menstruation began at 14, was of the 28-day type, lasted normally 
5-6 days, and was unattended with pain. During the last four 
months the flow had been somewhat profuse and accompanied by 
severe hypogastric pain. All her confinements had been natural 
and had been followed by good recoveries. 


The patient was anemic, and had the appearance of having lost 
flesh. The heart and lungs were apparently normal. The abdomen 
was flaccid. It was however slightly distended by ascitic fluid. No 
resistance was felt on deep palpation. The liver was normal in size. 

The vagina was patulous; the uterus bulky, anteflexed, and free 
from tenderness. Tubo-ovarian swellings of irregular shape and 
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nodular lay at each side of the uterus, reaching the pelvic floor. 
Peritoneal adhesions were numerous and firm. 

Abdominal section was performed May 13th, 1906. Two quarts 
of clear fluid escaped. The parietal peritoneum was thickened, and 
deep red in colour. Small peritoneal cysts with clear gelatinous 
contents were present on the parietal and visceral surfaces. The 
omentum and intestines were apparently healthy. 

Both Fallopian tubes were enlarged to the thickness of the index 
finger, and embedded in firm peritoneal adhesions. The ovaries were 
adherent to the tubes, somewhat enlarged and covered by peritoneal 
exudation. The uterus showed some velamentous adhesions over the 
fundus. 

The ovaries and tubes were removed. 

Owing to the dense adhesions in the pelvis a glass vaginal drain- 
age tube was inserted for a few days. The abdominal wound was 
united in three layers. 

The temperature reached 100 ° on the third day, and for ten days 
varied from 98°2 to 100°4. 

The patient left the hospital in three weeks apparently well. 

This patient was seen on November 20th, 1906. The abdomen 
was apparently normal; the uterus small and mobile. 

She had, however, recently had an attack of pleurisy over the 
base of the left lung, probably of tuberculous origin. 

Pathological report. Both Fallopian tubes are irregularly di- 
lated and tortuous, and measure 12} cm. in length. The peritoneal 
surfaces are studded with grey miliary granulations. The fimbrie 
are swollen and project from the ostia. 

On section, the mucous membrane is found to be thickened and 
soft; it completely fills the lumen of the tube. In a few places casea- 
tion has taken place. No tubercle bacilli were found in cover-glass 
preparations made from the thickened mucosa, including a caseous 
portion. The peritoneal nodules show typical tubercle follicles. The 
surface epithelium of the mucous membrane is shown to be in most 
parts intact; below this, many tubercles are seen with round-celled 
infiltration and great swelling of the plice. The peritoneal lesions 
appear to be more recent in origin than those found in the sub- 
mucous tissue. A few tubercle bacilli were discovered in the mucous 
membrane after considerable search. A guinea-pig was inoculated 
subcutaneously in the left hind leg with one of the peritoneal 
nodules. Another guinea-pig was inoculated with a caseous portion 
of the mucous membrane. They were killed in sixty-six days. Both 
showed the lesions of well-marked tuberculosis, and tubercle bacilli 
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were found in the affected glands, two of which were examined 
microscopically. The ovaries are covered with recent peritoneal 
lymph and adhesions. They are normal in size. On section, small 
hemorrhagic follicles are present with increased thickness of the 
tunica albuginea and dense stroma. 


This is the only parous woman upon whom I have operated for 
tuberculous disease of the appendages. The lesions in the tubes 
are those of chronic diffuse, miliary tuberculosis of the mucous 
membrane. There is, however, little formation of fibrous tissue 
showing feeble reaction to the toxines of tubercle. The peritoneal 
granulations appear to be recent and secondary to the infection of 
the tubal mucosa. 

The subsequent development of active tubercle in the lung sug- 
gests that the tubal infection is secondary to this, being conveyed 
either by the blood-stream, or by tubercle bacilli in the peritoneal 


cavity entering the abdominal ostia and finding there a suitable 
nidus for development. 


Case rm. M.B., et. 21, single, was admitted into the Manchester 
Northern Hospital, June 23rd, 1906. 

She complained of recurrent attacks of pain in the abdomen, 
especially in the right iliac region. 

At the age of 11 she had had an illness which was considered 
to be “tuberculous peritonitis.” She had recovered and remained 
well for 4 years. She had then had an attack of “ inflammation of 
the bowels,” and had been in bed for some weeks. Since this time 
she had been able to go about and work in the mill, but had 
occasional attacks of abdominal pain and vomiting. These 
usually occurred a few days before menstruation. In the intervals 
she had felt quite well. 

Menstruation began at 16, is of the 28-day type, lasts 2 days 
and is scanty. She has always had considerable pelvic pain two days 
before the onset of the flow. There is no leucorrhea. 

Her father and mother and 5 brothers and sisters were all alive 
and well; no family history of tubercle was elicited. 

The patient was a well-nourished, healthy-looking girl. The 
heart, lungs and abdominal viscera were normal. 


Examination. The abdomen was somewhat distended, but soft 
and free from tenderness. The temperature was normal. 

The hymen was intact. The uterus was anteflexed, normal in 
size, and freely movable. Pelvic peritoneal adhesions were felt 
posteriorly, and especially behind the right broad ligament. A 
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definite tubo-ovarian swelling was present on the right side, partially 
fixed and tender to the touch. The left uterine appendages were not 
obviously enlarged. 

A diagnosis of tuberculous disease of the uterine appendages with 
possible involvement of the vermiform appendix was made. 

Abdominal section was performed June 27th, 1906. The parietal 
peritoneum was thickened and vascular. The omentum and intes- 
tines were free from adhesions and appeared to be healthy. 

The uterus was anteflexed. The Fallopian tubes were much en- 
larged and sausage-shaped, and their peritoneal surface showed many 
miliary tubercles. The right ovary and tube formed a mass em- 
bedded in adhesions. The left ovary was separate from the tube and 
apparently healthy. 

Both Fallopian tubes and the right ovary were removed. The 
healthy left ovary was not taken away. The vermiform appendix, 
pelvic in position, showed peri-appendical adhesions and was re- 
moved. The abdomen was sutured in three layers and closed without 
drainage. Recovery was uninterrupted, the temperature being 
normal throughout. 

The patient is now (November, 1906) in excellent health. Men- 
struation is regular and almost painless. 

Pathological report. Both Fallopian tubes are enlarged in their 
whole extent to the thickness of the index finger. The isthmus for 
2cm. from the uterine cornu is narrow and firm. The abdominal 
ostia are occluded. Discrete miliary granulations are scattered over 
the peritoneal surface of both tubes, which are free from adhesions. 
The right ovary is much enlarged. The meso-salpinx and surface 
of the ovary show miliary tubercles with adherent lymph. 

On section both tubes show typical caseous salpingitis, and con- 
tain semi-solid purulent secretion. In the outer half of the tube the 
mucous membrane is at least 2cm. thick. The surface is caseous, 
but in the deeper layers many typical giant-celled systems and 
tubercles are seen with small-celled and epithelioid infiltration. The 
epithelium persists in the deeper layers of the mucosa. The muscular 
coat is atrophic and shows little reaction. The right ovary is in 
various places invaded by tubercles and giant cells destroying the 
surface epithelium and infecting the cortex. 

Inoculations were not made in this instance, the nature of the 
process being quite obvious. 


The interest of this case lies in the long duration of the symptoms 
—10 years. The tuberculous infection of the general peritoneum 
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appears to have undergone spontaneous arrest. In the Fallopian 
tubes, however, the process continued and resulted in destruction 
of the mucous membrane. As a result of occlusion of the abdominal 
ostia the infection remained limited. The recurrent attacks 
of pain were clearly associated with menstrual congestion and re- 
sulted in local exacerbations of pelvic peritonitis. 


Mode of infection. In all three instances the general peritoneum 
showed evidence of tuberculous infection, and it is probable that the 
tubes were infected from the peritoneal cavity. The conditions exist- 
ing in the tubal mucosa are extremely favourable to the growth of 
tubercle. In each case, too, the mucous membrane was the 
portion primarily involved and both tubes were affected, as indeed 
is almost invariably the case in tuberculous salpingitis. The peri- 
toneal tuberculosis had undergone complete arrest in two instances 
(Nos. i. and iii.). In one case (No. ii.) hydroperitoneum was present. 

There was no clinical evidence of uterine infection, and I believe 
this to be relatively infrequent in tubal tuberculosis except in the 
rare instances of “ascending” infection. The isthmic portion of 
the tube appears to offer considerable resistance to invasion of tuber- 
cle: the epithelial and muscular tissues proliferate, and occlusion 
of the lumen supervenes at an early stage of the disease. 

Treatment. If tuberculous disease of the appendages is sus- 
pected or recognized I believe that removal by operation is the only 
safe course. Even if the disease is latent, infection still exists in the 
tube and is pathogenic for guinea-pigs, although it is possible that 
the patient may possess at least relative immunity. The ovary is 
very resistant to tubercle, and may escape infection, even in ad- 
vanced cases, and one ovary should always be left if possible. The 
uterus should not be removed unless there is distinct evidence of 
tuberculous infection. 


Phillips: Repeated Ectopic Pregnancy 


II. 


A Case of Repeated Extra-uterine Pregnancy, with 
an estimate of the age of the foetus in the more 


recent pregnancy from the appearances shown in 
an X-Ray Photograph. 


By Joun Puritirs, M.A., M.D. (Cantab.), F.R.C.P., 


Professor of Obstetric Medicine and Gynecology, King’s College, 
London; Obstetric Physician to King’s College Hospital. 


LS., et. 33, was admitted under my care into King’s College 
Hospital on the 22nd of September, 1906, complaining of pain in 
the lower part of the abdomen which had been present for nine weeks. 
She had been married thirteen years, and had had one child, eleven 
years ago, and an early miscarriage eighteen months later. After 
each of these she had made a normal recovery. She had been 
operated upon by Dr. Berry Hart, in October, 1896, for what was 
believed to be an extra-uterine fetation on the right side, though, 
as the peritoneal cavity was not opened and as no fetus was dis- 
covered, the diagnosis must remain, to a certain extent, conjectural. 
The case was described by Dr. Berry Hart in a paper he read before 
the Edinburgh Obstetrical Society on the 10th of March, 1897, on 
“ Extra-peritoneal Incision in Extra-uterine Gestation Intact and 
at Mid-term.”* 

Menstruation began at the age of 12, and has been regular except 
during pregnancy; it is of the 28-day type, the flow lasting five days 
and eight or nine diapers being soiled; there is no dysmenorrhea. 


The patient’s last period began about June 18th, 1906, and was in 
every way normal. 


* Trans. Edin. Obst. Soc., vol. xxii., session 1896-7, Edinburgh 1897, p. 81. The 
following is Dr. Berry Hart’s account:—“ When I saw [the patient] there was a history 
of an incomplete abortion lasting for about four months. On examination I found, 
however, a tumour involving the right broad ligament, blended with the uterus, and 
reaching to the level of the brim of the pelvis. One could thus only suspect extra- 
uterine gestation. There were no inflammatory symptoms. I advised that the case 
be kept under observation, and was informed in a few days that the swelling had 
passed into the right iliac region, that the pulse and temperature were high, and that 
the patient had also had several rigors. I incised in the right flank, expecting pus, 
but got into a shallow cavity with putrid blood. Dr. Shennan was unable, however, 
to cultivate any organisms from it. There was no communication with the deeper 
mass in the pelvis. I plugged with iodoform gauze. Next day the patient began to 
show signs of right-sided parotitis, which in a few days suppurated. Mr. Caird in- 
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The breasts were rather tender in the last week of July, but have 
not been so since, and morning vomiting was fairly continuous 
during the whole of August. She had a sharp attack of abdominal 
pain during the last week of July after feeling unwell for a few days. 
She remained in bed for a week, and two or three days after getting 
up she had a similar attack. This was followed by a third, and she 
has been in bed most of the time since. During the second attack 
of pain she began to lose blood, and has been losing nearly con- 
tinuously ever since; it varies in amount from day to day. The 
pain has been more in the left side than in the right. 


Dr. Claudia Rowse first saw her on August Ist, when she was 
found to have a retroverted and fixed uterus. On August 17th there 
was considerable uterine hemorrhage, which lasted until the 29th; 
several clots were passed, but no ovum or decidua was seen. 


Condition on Admission. The patient, a well-nourished blonde, 
lay with the knees drawn up; the expression was “ abdominal.” 
Some serum could be expressed from the mamme, which otherwise 
were not active-looking. 


The abdomen was uniformly distended and slightly tympanitic; 
there was a well-marked, smooth, elastic swelling reaching about 
half-way to the level of the navel, more marked on the left side than 
on the right; it was fixed, and non-fluctuant; there was diminished 
resonance on percussion over the whole area. To the patient’s right 
was felt a hard body, equal in size to a tangerine orange, and 
apparently attached to the main mass; this was considered at the 
time to be the fundus uteri. 


The cervix was pushed forward and to the right, but it apparently 
moved slightly with the small swelling already mentioned, and the 
sound passed four inches directly into this lump. In Douglas’s 
pouch, and extending somewhat over to the left, was felt a large 


cised and drained this. In a week I removed the tampon from the iliac cavity and re- 
plugged. In another week I removed the plug from the iliac cavity, and, pushing 
Keith’s forceps into the pelvic mass which dipped down to the rectum, entered a 
cavity, and could feel what appeared to be placenta but no fcetus. After washing out 
with weak carbolic lotion, Itamponned with gauze. In an hour the patient was un- 
conscious, with high pulse, and apparently dying. 1 thought the cause of all this 
might be cerebral, but next day the carboluria cleared up my ideas as to diagnosis, and 
the patient quickly pulled round. The last freak, if I may say so, on the part of this 
patient, was to develop a fecal fistula, the sac evidently opening into the rectum. 
This, however, spontaneously closed, and she made an excellent recovery. This patient 
had a good physique, a nervous system like iron, and was happy and contented all the 
time of her illness. I did not share her equanimity, but ultimately came to respect her 
recuperative powers.” 
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globular swelling, equal in size to a cocoanut, fixed, and obviously 
continuous with the hypogastric swelling on the left side. 

Operation. The patient was placed in Trendelenburg’s position, 
and the abdomen opened in the median line. The parietal peritoneum 
was found adherent to subjacent old blood-clot. On opening the 
peritoneal cavity the intestines were found adherent to a spurious 
feetation sac, and, during the manipulations necessary to separate 
these, there was a gush of bright-coloured blood. On passing the 
hand down to the hemorrhage, about a pint of clear, watery fluid 
escaped together with a foetus and decidual débris. Nearly a pint 
of old blood-clot was removed from behind the uterus. It was then 
found that the feetation was situated in a large sac in Douglas’s 
pouch; the left tube, much thickened, was attached to the apex of 
the sac; it presented no sign of recent rupture, and its abdominal 
end was closed. The vessels were all tied off in order, and finally 
the left tube was removed. A glass drainage tube was inserted into 
the gestation sac, and the peritoneum was closed. 

During the operation the opportunity was seized to observe the 
condition of the appendages on the right side. The right tube could 
be traced from the uterus to the outer wall of the pelvis, as also the 
round ligament. They were both lost on the surface of a somewhat 
flattened dome-shaped swelling which appeared to be remains of scar 
tissue within the broad ligament. The ovary was flattened out on 
the posterior surface of this swelling. 

The patient made an easy and normal recovery, and the following 
note was made on October 29th :—The abdomen is somewhat tumid, 
but soft and of good shape; the scar is quite healthy, and does not 
bulge on coughing. The uterus is small, pushed over to the right 
side and fixed. A hard, fixed lump can be felt occupying the 
posterior and left side of the pelvis; it probably consists of adhesions 
at the base of the contracting gestation sac. 


Examination of the Fetus. 


The foetus was 5 inches long, weighed 23 oz., and was of the male 
sex; a nictitating membrane was present. 

From an X-ray photograph of the foetus, taken by Mr. A. D. Reid, 
the following points were made out :— 

Vertebra. The primary centres for the neural arch (which 
appear first in the cervical region, one on each side, at the seventh 
week and which extend down), are well seen from the atlas to the 
last lumbar vertebra. The primary centres for the bodies of the 
vertebree which develop round the notochord and commence in 


42 Journal of Obstetrics and Gynecology 


the lower thoracic region at the tenth week, are present; they spread 
up and down, and in the photograph occur in all the thoracic, all 
the lumbar, and in the lower four cervical vertebre. The centres 
for the bodies of the first three sacral segments are present; they 
usually appear at the end of the third month. 

There is ossification in all the ribs along their whole length; this 
commences at the sixth week, and extends to the costal cartilage by 
the end of the third month. 

Skull. The centre for the basilar portion of the occipital bone 
is present, as also are the centres for the ex-occipitals which begin 
to ossify at the end of the second month. The centres for the 
membranous portions of the occipitals, the parietals, and the two 
halves of the frontal, which appear about the sixth week, may be 
observed. Centres of ossification are also present in the upper and 
lower jaw. There is an exceedingly well marked centre of ossification 
in the clavicle which is the earliest to appear in the body and 
commences at the fifth week. There are also two rather ill-defined 
centres in the scapula, which should make their appearance about 
the end of the stcond month. 

Limbs. The centres for the shafts of the humerus, radius and 
ulna which appear early in the second month may be seen. 

The centres for the shafts of the metacarpals and the distal and 
proximal phalanges, are all present, but not for all the middle 
phalanges, that for the little finger being absent, which is interesting, 
as these are the last of this group to ossify, viz., about the end of the 
third month. There is also a centre for the ilium on each side; this 
appears abouth the 9th week. 

There are centres for the shafts of the femur and tibia, which 
appear early in the second month; also the centre for the shaft of 
the fibula, which begins in the middle of the second month. The 
centre for the shafts of the metatarsal bones are present; they should 
appear at the third month. The remaining bones of the foot are not 
in the photograph. 


From these observations the age of the foetus appears to be about 
12—14 weeks. 
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ITI. 


Removal of the Pregnant Uterus on account of Uterine 
Fibroids Complicated by a Large Fibroid of the 


Round Ligament Adherent in the Pouch of 
Douglas. 


By Joun Campsett, M.A., M.D., F.R.C.S. (Eng.), 


Surgeon to the Samaritan Hospital for Women, Belfast; and 
Consulting Surgeon to the Belfast Maternity Hospital. 


E.W.., aged 35 years, married nine months, was sent, on October 30th, 
1905, by Dr. Robert McDowell, to the Samaritan Hospital, Belfast. 
She complained of pain in the lower part of the abdomen on the left 
side, which had troubled her to a certain extent for some years, but 
had become very severe within the last fortnight, and for a week had 
confined her to bed. Menstruation had been regular every four 
weeks until August 7th, since when it had been absent. The duration 
of the flow had been four days. The periods had not been accom- 
panied by any great degree of pain. There had been no leucorrhea. 
Micturition had latterly been painful. 

Her nutrition was found to be good. There was no anemia. Her 
tongue was clean. The bowels were confined. The heart, lungs, and 
abdomen were normal. Per vaginam a hard tumour was felt behind 
the uterus, firmly fixed in the pouch of Douglas. 

On November 18th, 1905, she was put under chloroform, and a 
median abdominal incision was made. It was then found that there 
were three fibroid tumours in the uterine walls—two small ones in 
the posterior wall near the left cornu, and a larger one, equal 
in size to a duck’s egg, in the anterior wall low down and rather 
towards the right. The most important feature of the case, however, 
was a large fibroid which filled the pouch of Douglas and was 
adherent to its anterior and posterior walls and to its floor. This 
tumour was attached by a twisted pedicle to the right round ligament 
about an inch from the uterine cornu. It was so incarcerated in the 
pelvis and so firmly adherent that it was found to be impossible to 
raise it without first removing the uterus, which lay above and in 
front of it. It was obvious that delivery, even of an immature child, 
through the vagiria would be impossible, and that removal of the 
uterus and tumours afforded the woman the best chance of life. 

Accordingly the uterus, together with the four tumours, was 
removed by supravaginal hysterectomy, the right ovary being left. 
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As there was a considerable area of raw surface left from separation 
of adhesions free drainage was deemed advisable. A piece of rubber 
drainage tube was pushed down through the cervix into the vagina, 
and secured by a stitch to the cervical stump before the peritoneal 
flaps were stitched over it. All ligatures and sutures were of boiled 
formalin catgut prepared in the hospital and calculated to remain 
unabsorbed for about twelve days. A glass drainage tube also was 
inserted into the pouch of Douglas and brought out through the 
abdominal wound. The abdominal incision was closed (in layers) 
with boiled formalin catgut, supported by a few silk-worm gut 
sutures, including the whole thickness of the abdominal wall. 

The glass drainage tube was partially withdrawn on November 
19th, and removed on the 20th. On December 7th the silk-worm gut 
sutures were removed and the rubber drain in the vagina taken out. 


The patient made an excellent recovery, and was discharged on 
December 18th. 


REMARKS. 


1. Myomata and fibromyomata of the round ligament of the 
uterus are rare. They are said to be more common in multipare 
than in nullipare. They are often pedunculated, as this one was. 
They seldom attain a large size, though tumours as big as a cocoanut 
have been removed. They are more frequent on the right side. As 
a rule they grow slowly, but they are prone to increase rapidly during 
pregnancy. 

2. Free drainage was employed in this case in spite of the 
tendency nowadays to discard drainage altogether. A few years ago 
drainage of the abdominal cavity was undoubtedly carried to excess. 
At present the temptation is to go to the opposite extreme. There 
are certain cases where extensive adhesions have had to be broken 
down, leaving large ragged areas in the pelvis, in which drainage 
is almost essential to a good recovery. In this case there escaped 
through the tube a considerable amount of fluid which would 
otherwise have lain for a time in the pelvis at the mercy of the 
bacillus coli communis. In the old days there was a grave risk of 
silk ligatures becoming infected through the presence of a drainage 
tube in the pelvis. This danger no longer exists, if we use the only 
form of ligature (or suture) which should now be buried in the body, 
viz., boiled formalin catgut. 

3. The age of the ovum in the uterus was apparently about ten 
weeks, though about fourteen weeks had elapsed since the last 
menstrual period. 


| 

| 


Milligan: Cancer of the Uterus 


CRITICAL REVIEW. 


The Crusade against Cancer of the Uterus. 
By W. AnstruTHER M.D., 
Registrar, Hospital for Women, Soho Square, London, W. 


Tue object of this review, undertaken at the suggestion of the 
Editor, is to ascertain the nature and extent of the recent movement 
to ensure an earlier diagnosis and more prompt treatment of uterine 
cancer, An examination of the literature on the subject has proved 
disappointing, not from the dearth of suggestions, but of practical 
efforts at carrying out the suggestions, 

When one reads that “ in England and Wales alone, 4,000 women 
succumb to uterine cancer every year” (16>), and “that at the present 
time not less than 95 per cent. of all cases of cancer of the 
uterus come under observation when all prospect of permanent 
relief is out of the question” (9), one is compelled to ask 
whether everything possible has been done to alter a state of things 
so deplorable? The general consensus of opinion points strongly 
towards the belief that a great deal can be done, and that in two 
ways, viz., (1) the earlier diagnosis of the disease ; (2) the improvement 
and extension of the operative treatment. The second is, however, 
subsidiary to the first, as no improved operative technique and no 
extension of the field of operation are of any avail if the cases of 
uterine cancer have progressed beyond certain limits before they 
are brought for treatment. Statistics already published show that 
the probability of permanent cure is very great, if only the cases 
are seen early enough. In 1902 the state of affairs was summed up 
by Wilson as follows :—-“ It appears to be a near approximation to 
the truth to state that cancer of the uterus on an average supplies 
2°5 per cent. of all gynecological cases; that among 100 cases of 
cancer applying for treatment from 25 to 33 are suitable for vaginal 
hysterectomy; that the immediate mortality of the operation is 
5 per cent. or less; that of 100 cases surviving the operation 25 to 33 
will be well five years afterwards; and that of 100 cases originally 
presenting themselves for treatment vaginal hysterectomy will enable 
us to make a lasting cure in from 4 to 10 patients.” 

Therefore, taking five years after the operation as the time before 
which a cure cannot be said to have been attained, the result is that 
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vaginal hysterectomy will lead to a definite cure in one-third of the 
cases in which it is employed. Such a result, taken in conjunction 
with the fact that a large proportion of cases present themselves 
for treatment too late for the possibility of attempting a radical 
cure, leads to the conviction that if only the cases could be secured 
early enough a great many valuable lives would be saved. It must 
also be remembered that operation is possible in a much larger 
proportion of cases of cancer of the corpus than of cancer of the 
cervix, and that, according to Wilson, the corpus uteri is the part 
affected in at least 6 per cent. of the total number of cases of 
uterine cancer. The reasons for patients seeking advice too late for 
the possibility of any radical operation are various. Chief amongst 
them seems to be the belief that irregular hemorrhages at or about 
the time of the menopause are normal events, and that with a little 
patience they will all clear up. This belief is largely held by women 
and unfortunately also by not a few medical practitioners. Sinclair (15>) 
says :—‘‘ Abnormal phenomena, such as irregular hemorrhages at 
or about the time of the menopause imply undiagnosed disease, and 
should lead to an immediate and thorough examination.” 

It is proposed in this review, first of all to state briefly the work 
that has been done in the various countries and the result of such 
work, so far as it has been possible to ascertain it, and then to draw 
conclusions from a general survey of the whole literature of the 
subject and to urge the profession to give its most careful attention 
to this supremely important matter. 


GERMANY. 


Winter, of Kénigsberg, to whom high praise is due for the part 
he has played in this movement, must be regarded as the pioneer in 
this work. In 1891 he published a paper (17) dealing with the early 
diagnosis of uterine cancer, which latter, he said, could be attained 
through the medium of (1) doctors, (2) midwives, and (3) the public. 
From this time up to the present day there have appeared papers 
from Winter’s pen, dealing with the question of cancer in all its 
phases; but his most important publications, from our present point 
of view, are his monograph on the crusade against uterine cancer (17) 
and his paper on the result of the crusade (17>). In the former 
he describes how he began this work in 1891, and the means 
by which he has been striving to gain the end in view, viz., 
early diagnosis. He relates his various experiences, points out how 
the cause may be forwarded by doctors, midwives and the public, 
and suggests means to ensure the earlier diagnosis. In the latter 
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he describes how in December, 1902, he issued to every doctor in 


East Prussia a pamphlet urging them, amongst other things, to make 
an internal examination in all suspicious cases. To midwives he 
sent a leaflet pointing out the symptoms of uterine cancer, and 
urging them to send on to their doctors all patients who presented 
any such symptoms. In addition to this, he published in the most 
popular lay newspapers “A word of advice to womankind,” in which 
the significance of irregular hemorrhages, etc., was insisted upon, 
and all persons suffering from any suspicious symptoms were urged 
to go at once to their doctor for advice, and to act upon the advice 
given with the least possible delay. To operating gynecologists he 
wrote asking them to keep a register of their cases. The result of 
all this was that by the end of the year he had collected particulars 
of 84 cases. These he analysed, and found the results very 
encouraging. Medical men were more careful and assiduous about 
the local examination of their patients, and more had responded to 
his appeal to have, in doubtful cases, a microscopic examination 
made of portions of the cervix and of curettings from the uterus. With 
regard to cases coming under midwives, he also found that his appeal 
had proved beneficial, in that the percentage of cases wrongly treated 
by midwives was distinctly lower than in previous years. The test of 
the effect of his appeal to the public he based on two points, viz., 
(1) the time which elapsed between the patient’s first knowledge of 
cancer symptoms and her seeking medical advice; (2) the time which 
elapsed from the moment advice was given to the date when it 
was acted upon. On both these points he found a very marked 
improvement. The influence of the appeal on the percentage of 
cases suitable for operation was noteworthy, viz., 74 per cent. in 
1903, as compared with 62 per cent. in 1902. 


Diihrssen (4) has interested himself much in this question, and 
has published several papers on the subject. In 1899 he wrote “On 
the Prevention of Cancer,” recommending the publication of 
a popular brochure dealing with the leading symptoms, etc., and 
later on in the same year he suggested that such a brochure should be 
officially published and distributed. In 1900 he published such a 
brochure (4°), and this was subsequently issued as a monograph. 
Again in 1902 he published in the “Hygienic Calendar for the 
Home,” a paper entitled “The Prevention and Cure of Abdominal 
Cancer in Women.” Diihrssen’s work will be again referred to in 


speaking of the steps that have been taken by the profession in 
America. 
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AUSTRIA. 

The Austrian Cancer Committee prepared and distributed to all 
medical practitioners in Austria a pamphlet entitled “ Principiis 
obsta.” (3). In this, stress is laid on the absolute importance of early 
diagnosis in all cases of malignant disease. So long as the disease 
is local it is curable by means of a radical operation. Doctors are 
said to be often to blame for not insisting on making a thorough 
examination in cases presenting suspicious symptoms, and are urged 
to dismiss from their minds the idea that the disease is incurable. 
The eradication of these faults, the writers believe, would be followed 
by great improvement. Winter’s work is quoted as proving that 
with more care on the part of the profession, immediate improvement 
will follow. 

ENGLAND. 

Lewers (9), in a preliminary note to his book on “Cancer of 
the Uterus,” suggests that something of a practical nature might be 
done in the way of making women themselves familiar with the early 
symptoms of cancer of the uterus. He regards bleeding as the first 
symptom in a large majority of cases, and he considers that if 
women generally understood that the occurrence of bleeding between 
the menstrual periods or after the menopause might be due to the 
development of a cancerous growth in the womb, a considerable 
proportion of them would lose no time in seeking competent advice. 
He asks the question :—‘ In what way can the better education of 
women on this subject be brought about?” In answer to this he 
suggests that the Cancer Commission might issue a leaflet in which 
the essential facts which it is desirable for women to know should be 
mentioned. The distribution of such leaflets might then be under- 
taken by medical men and matrons of hospitals. Such a method, 
though far from realizing the ideal, which latter Lewers takes to be 
that every woman of adult age should be made aware of the early 
symptoms of cancer of the uterus, “ would certainly cause many 
thousands of women, in a position to use their knowledge for the 
benefit of themselves and for the benefit of those with whom they 
come in contact, to be better informed in the matter than they are 
at present.” 

There is unfortunately no evidence to show that in this country 


any practical steps have been taken, either by Lewers himself or by 
others, to carry out these suggestions.* 


* In a special number of the Practitioner, April 1899, which was devoted to an 
investigation of the subject of cancer, the editor expressly states that the number is 
not in any way to be considered as a crusade against cancer, which, he says, in the 
present state of our knowledge, would be purposeless and futile. 
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Sinclair (154), in his address on “ Cancer in Women,” read before 
the Obstetric Section of the British Medical Association in 1902, says 
that “our hopes of immediate amelioration rest . . . . in surgery. 
We must rely . . . . on the united efforts of all concerned to bring 
the cases under surgical treatment at the earliest possible stage.” 
He says that the difficulties to be encountered are: (1) That patients 
seek advice too late; (2) that medical practitioners neglect to make 
a local examination at once; (3) the prevalent superstition that 
symptoms are due to climacteric hemorrhage; (4) the popular 
delusion that pain is a necessary symptom. “The nature of the 
subject precludes the popularizing of knowledge by ordinary methods, 
but a great deal more might be done by the means now available.” 
He points out that, as far as the general practitioner is concerned, 
it is impossible to rely on snipping off bits and sending these for 
examination, and it is into the general practitioner’s hands that the 
overwhelming majority of cases of cancer of the uterus first come. 
The clinical symptoms are by far the greater in importance, and 
especially the symptom of “ friability ” of tissue, which he considers 
to be pathognomonic of malignant disease. These opinions Sinclair 
again expresses in his article on “ Malignant Growths of the Uterus ” 
(15>), in the new edition of “Allbutt and Playfair’s System of 
Gynecology.” To solve this great mystery of cancer he calls for the 
united efforts of all medical men. 

Wilson (16>),in his paperentitled “On the Necessity for Immediate 
Diagnosis in Cases of Uterine Cancer,” points out the fact that a 
certain not inconsiderable number of cases of uterine cancer can be 
cured by operation when the disease is recognized at a sufficiently 
early stage. More extensive methods of operating, he says, have 
done a certain amount of good, but still there is a large number of 
cases which make their appearance too late for a radical cure. The 
reason for this state of things he finds to lie partly with the patients 
themselves, although in no small number of cases delay was due to 
remissness or want of knowledge on the part of the medical practi- 
tioner. The reasons why women do not apply sooner are modesty, 
poverty and the fact that midwives and nurses persuade them that all 
the symptoms are due to “change of life.” The prevailing ignorance 
must be swept away, and the significance of such symptoms 
must be thoroughly grasped by the profession and then impressed 
directly and through the medium of nurses and midwives, on women 
in general. “It behoves us therefore to make a close study of the 
earliest symptoms of the disease, and in every woman who presents 
any suspicious symptom to insist on an immediate thorough explora- 
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tion, and the result of our examination must be conclusive; when 
any doubt exists immediate recourse should be had to the microscopic 
examination of portions of tissue removed in a systematic manner 
for the purpose. .... The goal to be desired is diagnosis within 
three days of the appearance of the first suspicious symptom and 
operation within a week after the diagnosis.” 

At a meeting of the British Gynecological Society, held on the 
10th of May, 1906, a discussion was introduced by Mrs. Scharlieb on 
“The Abdominal Route in Operation for Uterine Cancer.” In 
this paper Mrs. Scharlieb deplored the fact that cases come for 
treatment too late, and also the fact that practitioners would not 
examine patients when they first came for advice. Mayo Robson, in 
the discussion, referred to the work done in Germany, and said that 
efforts should be made to educate the public in this matter. 
Heywood Smith suggested that the Society should publish a pamphlet 
addressed to medical practitioners and the public, pointing out certain 
prominent symptoms, and urging the public, on the appearance of 
such, to seek proper medical advice. 


ScoTLAND. 


J. K. Kelly (8), at a meeting of the Glasgow Northern Medical 
Society, referred to Lewers’s suggestions, but said that the leaflet 
Lewers proposed was insufficient, inasmuch as it did not enable the 
disease to be detected before any of the classical symptoms were pre- 
sent. The education of the public in a knowledge of the disease Kelly 
regarded as necessary. Such education would be the unconscious re- 
sult, and, as it were, the bye-product of the work of the physician. 
Doctors must bring themselves to believe that the treatment of cancer 
is hopeful when it is diagnosed early, and if they continually strive 
after such early diagnosis “the opportunities for early recognition 
of the disease will become more frequent.” Kelly then dwelt on the 
importance of the careful management of labour and of cervical 
catarrh as an important means by which the frequency of the disease 
could be lessened. The absolute importance of examining the patient 
so as to arrive at a diagnosis at the earliest possible moment was 
insisted upon. Kelly evidently regards the better education of the 


medical man, and through him of the public, as the chief means to 
attain the end in view. 


IRELAND. 
The present Master of the Rotunda Hospital, Dublin (Dr. Hastings 


Tweedy), in reply to a letter of inquiry, states that, so far as he is 
aware, no active steps have been taken in this matter in Ireland. 
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AMERICA. 

W. D. Haggard (7), in a paper entitled “The Necessity for 
Early Recognition and Treatment of Uterine Cancer,” lays great 
stress on the importance of women thoroughly understanding all 
about the menopause and its accompanying risks. The way that he 
suggests that this be accomplished is to get every medical man to 
teach all his female patients about the normal and abnormal things 
that may occur at such a time. The importance of having them 
under medical supervision when they are passing through this stage 
he likens in importance to vaccination and quarantine. He concludes 
by saying that the profession must see to the following points, viz., 
{1) the education of female patients as to the danger of cancer at the 
menopause; (2) the early interpretation of suspicious symptoms; 
(3) prompt surgical interference. 

Maier, of Boston, U.S.A. (10), in December, 1903, referred to 
Winter’s work and the improvement that resulted in consequence 
of his efforts. Maier considered that there were two important factors 
to be reckoned with in bringing patients earlier for advice, viz., 
{1) the physician; (2) the patient. (1) With regard to the doctors, 
Maier urged very great care on their part, and pointed out how 
necessary it was for them to efface the prevailing dislike of patients 
to seek advice and to undergo operation. (2) Women must be taught 
symptoms, and urged not to regard irregular and profuse hemorrhages 
as normal accompaniments of the menopause. He pointed out the 
coincidence that those who suffer from cancerophobia are generally 
exempt from cancer—a circumstance due to the fact that such 
patients readily consult their doctors, and are thus examined, and 
irregularities are treated. 

Craig, of Boston, Mass. (2), in a paper entitled “The Early 
Detection of Uterine Carcinoma,” urged first of all the necessity 
for repairing all cervical lacerations, as he believed that when 
repaired the cervix reverted to the same liability to carcinoma which 
obtains in the normal nulliparous cervix. Lewers’s suggestions 
he has tried to act upon by publishing a paper on the subject 
in the “Trained Nurse.” The importance of leucorrhea as 
the first symptom, or rather “an increase in the leucorrhea the 
woman habitually has” (Pryor), he lays great stress upon, and he 
urges the doctor to treat all symptoms with suspicion until they 
disappear. The menopause comes on in one of three ways, viz., 
(1) suddenly; (2) by gradual lengthening of the intervals; or (3) by 
gradual diminution of the amount. Any variation from these denotes 
a lesion which must be discovered. 


a 
q 
q 
g 
4 
4 
4 
a 
q 
4 
q 
4 


52 Journal of Obstetrics and Gynecology 


F. F. Simpson (14), points out that of every 28 women who pass 
the age of 30, one will be the victim of cancer of the uterus. The 
disease, he says, is curable and easily recognizable while still local. 
The question of the early diagnosis is so important that he advises a 
quarterly examination of all women of the cancer age. Women 
themselves, he thinks, would willingly submit to this if the essential 
facts about uterine cancer were disseminated amongst them by 
medical men. “The cause of duty, humanity and wisdom lies in the 
instructing women regarding these matters, especially in the fact 
that about or at the menopause even a slight increase in the frequency, 
duration and quality of the blood, or a leucorrhea, has pathology 
as its cause, and demands examination.” He recognizes the risk of 
giving too much publicity to medical matters, for the truth is easily 
distorted, “ Yet,” says he, “ may we not commit the greater error 
of undue conservatism ?” 


Sampson (12) expresses the opinion that the early diagnosis can be 
best attained by the proper education of the medical profession, and 
through it of the public for whose welfare it is directly responsible. 
Failure up to the present is due to many causes, which would thus be 
remedied, as the public would then come to understand that any 
unnatural vaginal discharge or other manifestation of local trouble 
may be indicative of some slight disorder easily remedied, or may be 
the first symptom of a cancerous growth. Doctors must grasp the 
great importance of making a diagnosis, and the fact that local 
examination is essential for this. An improved education is bound 
to take time before it can be effective, and therefore the question 
presents itself to Sampson’s mind whether or not it is justifiable to 
deal with women more directly. 


In America active steps were taken at the meeting of the Inter- 
national Congress of Arts and Sciences, held at St. Louis on the 24th 
of September, 1904. The gynecological section passed a resolution 
requesting the American Medical Association to develop means of 
increasing the percentage of cures in uterine cancer. A committee 
was formed and submitted a report to the House of Delegates at the 
Portland meeting of the Association. 

The report was adopted and the matter was referred to the 
present committee. The committee then suggested that a letter 
should be sent to the individual members of each County Medical 
Society in America asking them to give the report of the com- 
mittee, which was sent under separate cover, their most careful 
consideration. This report includes amongst other matters “a brief, 
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but true and accurate, recital of facts regarding cancer in general, 
and cancer of the uterus in particular.” 

At the present time the committee is working on the above lines, 
although the actual details are not yet arranged. The last report 
of the committee is to be found in the “ Journal of the American 
Medical Association,” Vol. xxvi., No. 24, 1906 (June 16th). 

On May 31st, 1906, Prof. Diihrssen (44), Berlin, read a paper 
before the Chicago Medical Society on “The Contest with Cancer 
of the Uterus,” and in this he claims to have been the first in 
Germany to call attention to the importance of the co-operation of 
the daily press in combating uterine cancer. He went over the 
work he had done in Germany and his efforts to have the whole 
matter popularized as much as possible. This, he said, would be the 
means of teaching women the importance of seeking early advice 
and also of guarding them from falling into the hands of quacks. 
His practical recommendation was that the German Society of 
Gynecology or the Committee for the Investigation of Cancer should 
take the whole matter in hand. As the best means of teaching the 
public he suggested that a regular catechism on the important points 
should be inserted in the daily papers, and that the papers should 
constantly draw their readers’ attention to the subject. 


FRANCE. 


Grimoud (5) accounts to some extent for the different results 
obtained by gynecologists in France as compared with other coun- 
tries, by the fact that “in France there is no such special education 
of the people as brings the sick to the doctor in foreign countries the 
moment that the least suspicious sign awakens the attention.” In 
his conclusions he says that in the present state of our knowledge 


uterine cancer is regarded as a local malady, and therefore inter- 
ference is justifiable. 


SWITZERLAND. 


A great deal of activity has been shown quite recently by 
Switzerland in promoting the crusade against cancer of the uterus. 
The Obstetrical and Gynecological Society of that country was 
founded in 1903, and under the able Presidency of Dr. Maurice 
Muret, it issued in January, 1906, three admirable leaflets, viz 


(1) aux médecins de la Suisse Romande; (2) aux sages femmes de la 
Suisse Romande; (3) quelques mots d’avertissement au monde féminin. 
These leaflets are printed as an appendix to this review in order that 
our readers may see for themselves how the question may be presented 
to the various classes of persons indicated. It is unnecessary there- 
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fore to dwell further on the contents of these leaflets or on their 
effects except to call special attention to the concluding paragraphs 
of the one addressed to the public, and to say, on the direct authority 
of Dr. Muret, that the result of these publications has been better 
than could have been expected. With regard to the mode of 
distribution, the leaflets addressed to the doctors and to the midwives 
were of course sent direct, while that addressed to the public was 
forwarded to all the daily newspapers of Switzerland, in some of 
which it was published. 

Rossier, of Lausanne (11), read a paper on the 14th of January, 
1905, before the Société Médicale Vaudoise, on the fight against 
cancer of the uterus. The importance of early diagnosis was dwelt 
upon, and the symptoms, were discussed. Rossier uttered a strong 
warning against the fallacy of absence of typical symptoms, and 
pointed out the great importance of vaginal examination. In dealing 
with the question of the position of midwives with regard to this 
question, he stated that Swiss midwives during their course of study, 
were instructed on the question of uterine cancer. Following Winter's 
advice, he prepared for the January (1904) number of the “ Bulletin 
Mensuel de la Société Vaudoise des Sages-femmes” an article on 
cancer and its symptoms. This article appeared in the “Aide Mémoire 
de la Sage-femme.” He referred to Seigneux’s paper, in which the 
author stated how important it was to instruct the public on this 
matter, and in which Winter is quoted as having found in private 
work 70 per cent. of his cases suitable for operation, as compared with 
55 per cent. in hospital work. 


SWEDEN. 

In Sweden active steps have recently been taken with regard to 
this question of.cancer. A Commission has been formed and the 
whole question is to be investigated. 

Bauer (1), the author of a paper entitled, “ Can anything be done 
so as to bring patients suffering from cancer of the uterus to be 
operated upon earlier than is now the case ?”’ asks three questions : — 
(1) Are the cases of cancer of the uterus so many that there is reason 
to take special precautions? (2) Do the cases, as a rule, come too 
late for radical help by means of operation? (3) If so, can anything 
be done to rectify the matter and in what way? 

The author answers these questions by saying that the stimulus 
to investigate this matter was due to Winter’s paper and the result 
of his enquiry. In Sweden, the result of investigation was the same 
as elsewhere, viz., that cases came too late for any hope of permanent 
benefit. The Swedish Medical Association resolved to bring the 
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whole question before the public by means of the circulation of 
pamphlets, amongst which were the following—(a) “The Diagnosis 
and Examination of Cancer of the Uterus.” (b) “A few Words of 
Advice to Midwives.” (c) “Enlightening of and Advice to the 
Public with regard to Cancer of the Uterus.” 

At the present time no statistics are to hand to prove whether or 
not any improvement has taken place, but the opinion of one of the 
leading Swedish surgeons is to the effect that recently cases have been 
seen earlier and that a general improvement has taken place. This 
he attributes partly to the circulation of the pamphlets and partly 
to the fact that the older midwives are called in to undergo a “ Repe- 
tition Course,” which embraces instruction in the early signs of 
cancer of the uterus. Another very important step, in the opinion 
of the reviewer, is that in Sweden all girls are taught at school the 
normal functions of the body. This tends to prevent their over- 
looking anything abnormal that may occur and thus leads them to 
seek advice early. 


Such then are the various suggestions that have been made with 
reference to this question. Some of the suggestions have been 
carried into practice, and the results in certain cases have been pub- 
lished. 

It is impossible at the present time to arrive at a definite con- 
clusion as to which of the suggestions hold out the most likely, and at 
the same time the least harmful, method of attaining the ead in 
view. 

The following conclusions may, however, be formulated : — 


(1) That all are agreed that the early diagnosis of uterine cancer 
is essential for an improvement upon the present state of things, 
and that to ensure this something must be done. 

(2) That in Great Britain so far no active steps have been taken. 

(3) That in other countries, notably in Germany, active steps 
have been taken, and that the result of these has been, on the whole, 
satisfactory. 

(4) That there is much diversity of opinion as to which is the 
best direction in which steps should be taken. 

(5) That the actual methods employed have been—(a) Circu- 
larising medical men as to the importance of early diagnosis and 
setting forth the early symptoms of uterine cancer. (b) Instructing 
by pamphlet or otherwise midwives and nurses on the early symp- 
toms, and pointing out to them the great importance of sending 
all patients with suspicious symptoms to their doctors to be 
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examined. (c) Bringing before the public by newspaper articles and 
by leaflets, the symptoms of uterine cancer and urging them, on 
the first suspicious symptom arising, to seek advice and to act on the 
advice when given. 

Reviewing these methods in more minute detail, it can at once be 
said that nothing should be left undone to bring medical men to 
appreciate the absolute importance of the early diagnosis of uterine 
cancer and to impress on them their responsibility in this matter. 
Some think that the achievement of this must be the outcome of 
improved medical education, whereas others, recognizing that such 
a means must necessarily take time, urge that medical men be 
directly approached by means of pamphlets and brochures bringing 
before them the early symptoms and the necessity for early diagnosis. 

Midwives and nurses have often the first opportunity of advising 
patients, and therefore they ought to be made thoroughly cognizant 
with the early symptoms and urged to send all patients, presenting 
any such symptoms for proper advice, at once, and not to advise 
them, as is so frequently done, that the symptoms are due to the 
“ change of life,” and that time will clear them all up. This is to be 
attained by means of regular instruction to midwives and nurses and 
by the publication of suitable articles in their journals. With 
regard to the public there is much diversity of opinion, as many 
object to the laity being taught the symptoms of this disease, and 
hold that everything that they ought to know should be the un- 
conscious result of the knowledge of the profession. On the other 
hand, there are those who, while still agreeing that the teaching the 
public symptoms is not an ideal state of things, yet, taking into 
account the urgency of the question, consider that the quickest way 
to achieve an adequate result is the way that ought to be adopted. 

A method of perhaps satisfying both these opinions might be by 
the insertion in popular medical books of a chapter devoted to this 
question. This has actually been done at the suggestion of Dr. 
Cullingworth in the case of Miss Florence Stacpoole’s book, “ Ail- 
ments of Women and Girls,” Bristol, Wright & Co., 1904. 


(6) That it must be clearly recognized by the medical profession 
that the early symptoms of cancer of the uterus are variable, and that 
no one leading symptom can be definitely described as the first. 

In all cases of doubt where the subjective and objective symptoms 
are not conclusive, recourse must be had to the microscope. 

(7) That it is only through a combined and determined effort on 


the part of doctors, nurses and patients, that the present state of 
things will be altered. 
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These conclusions, based on a general survey of the question as : 
it at present stands, emphasize the grave responsibility that rests on 
the medical profession in this matter of uterine cancer, especially in 
view of the fact that authorities assure them that if only cases are 
seen and diagnosed early enough, a complete cure will result from 
radical treatment. 

It is hoped that by thus reviewing the work that has been already 
done in this crusade against cancer a stimulus may be given to the 
medical profession of the British Empire to be “ up and doing.” 
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APPENDIX. 
The following are the leaflets which were addressed respectively to the Medical 
profession, to Midwives, and to the public, by the Société d’Obstétrique et de 
Gynécologie de la Suisse Romande, and which are referred to in the preceding pages. 


1 
Avx MEDECINs DE LA SuisszE RoMANDE. 


La Société d’Obstétrique et de Gynécologie de la Suisse Romande s'est occupée 
récemment de la lutte contre le cancer de l’utérus, et a décidé d’agir énergiquement afin 
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de faire bénéficier notre pays des bons résultats déja obtenus ailleurs. Pour cela elle 
a le plus grand besoin de l’aide et de la collaboration de tous les médecins du pays et 
c’est pourquoi nous nous adressons aujourd’hui 4 nos confréres de la Suisse Romande. 

Les progrés de la chirurgie moderne ont permis, comme vous le savez, de pratiquer, 
sans grand danger, l’ablation de l’utérus dans les cas de cancer, mais, si les résultats 
immédiuts de cette opération sont favorables, il n’en est pas de méme, hélas, des 
résultats éloignés qu’assombrissent singuliérement les trop nombreuses récidives. Cet 
état de choses défavorable, qui a pour résultat de déprécier dans l’esprit du public et 
quelquefois méme dans celui des médecins une opération bienfaisante et utile entre 
toutes, est di au fait que les malades sont opérées en général trop tard, alors que le 
carcinome a déja dépassé les limites de l’utérus. On peut en effet affirmer, en se basant 
sur la situation privilégiée de l’utérus en tant qu’organe isolé et libre, on peut affirmer 
en principe que le carcinome de l'utérus opéré au début peut et doit étre guéri radicale- 
ment par Vhystérectomie. Cette opération d’ailleurs n’est applicable actuellement qu’d 
un nombre restreint de cas relativement favorables, la plupart des carcinomes de 
Putérus arrivant chez l’opérateur dans un état si avancé qu’il ne peut plus méme étre 
question d’une intervention utile quelconque. 

En attendant le reméde préventif ou curatif du cancer, il s’agit donc actuellement 
pour le médecin de savoir et de pouvoir reconnaitre le carcinome de Vutérus dés son 
début, c’est-4-dire & un moment ov il peut encore étre guéri radicalement. Malheure- 
usement, les débuts du cancer de l’utérus sont obscurs et silencieux, et les malades 
elles-mémes éprouvent au commencement si peu de malaises que, dans leur ignorance, 
elles ne prétent aucune attention aux premiers symptémes de la maladie et ne s’adressent 
que trop tard aux médecins. Nous chercherons 4 les éclairer en nous adressant direc- 
tement a elles et nous vous prions de bien vouloir nous aider dans cette tache difficile 
en renseignant sur ce sujet si important vos clientes et en général le public féminin qui 
se trouve dans votre cercle d’activité. 

Mais, tout en faisant la part de la maladie et des malades, il ne faut pas perdre de 
vue la part de responsabilité qui incombe aux médecins dans cette question du cancer 
de l’utérus. Trop souvent encore, le médecin, soit par inexpérience, soit par négligence 
ou apathie, ne reconnait pas les cas suspects, ne se donne pas la peine de pratiquer le 
toucher ou bien perd un temps précieux en instituant un traitement local insuffisant et 
inutile, qui laisse passer le moment favorable 4 l’opération radicale. 

Certes, nous n’ignorons pas les difficultés de toute nature auxquelles le médecin 
praticien se heurte dans les cas de ce genre, mais nous pensons qu’une connaissance plus 
exacte des dangers que courent ses clientes, et la conviction de la nécessité et de l’utilité 
du but a atteindre, lui donneront la force et l’énergie nécessaires pour vaincre les 
obstacles. Dans tous les cas suspects, qu'il s’agisse de femmes jeunes ou dgées,—le 
cancer n’épargne aucun Gge—il devra avant tout exiger et obtenir Pautorisation de 
pratiquer le toucher vaginal ou de faire examiner la malade par un spécialiste com- 
pétent. II suffira en général d’expliquer 4 la famille, si non 4 la malade elle-méme, les 
dangers de l’expectation et la nécessité d’un diagnostic précoce dans les cas suspects de 
carcinome. 

Quels sont donc les symptémes de début du cancer de l’utérus? 

Ce sont : Chez les femmes en pleine activité sexuelle, des pertes de sang irréguliéres, 
qui apparaissent dans Vintervalle des régles, soit spontanément, soit a la suite d’un 
traumatisme, tel que le coit, la défécation, Vexamen gynécologique. 

Chez les femmes qui ont dépassé la ménopause, des pertes de sang plus ou moins 
abondantes, qui apparaissent en général spontanément, plus ou moins longtemps aprés 
la cessation des régles. 

Plus tard seulement, lorsque le cancer est en pleine évolution, on voit apparaitre les 
signes classiques, la douleur, l’écoulement fétide, l’amaigrissement. Le plus souvent, 
le carcinome est alors trop avancé pour pouvoir étre guéri par une opération radicale. 
Il ne faut donc & aucun prix attendre l’apparition de ces signes pour faire le diagnostic, 
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mais considérer les symptémes du début énumérés plus haut comme une indication 
absolue de pratiquer le toucher. 

Le doigt explorateur constate alors non pas le col anfractueux, qui caractérise le 
carcinome bien établi, mais des rugosités, de petites proéminences anormales, des 
érosions, des tissus friables qui saignent facilement. Hn présence de ces données 
anormales, il faut procéder sans délai a Vexcision de quelques fragments des parties 
suspectes du col, en vue d’un examen microscopique. 

Si, au contraire, le col est tout 4 fait normal et ne présente rien de suspect comme 
cela se voit volontiers lorsqu’il s’agit de pertes de sang postelimatériques, il faut songer 
ala possibilité de existence d’un cancer du corps de Tutérus. Cette forme du car- 
cinome utérin est beaucoup plus fréquente qu’on ne l’admet en général, elle ne donne 
souvent lieu en fait de symptémes qu’d des pertes de sang irréguliéres, et les coliques 
utérines, que les traités classiques décrivent comme caractéristiques, manquent souvent. 
Dans tous les cas ot (état du col ne suffit pas a expliquer les pertes de sang, il faut 
donc procéder 4 Vexploration de la cavité utérine, soit avec le doigt, aprés dilatation du 
col, soit avec la curette. Cette exploration sera suivie de l’examen microscopique des 
fragments de tissus enlevés. 

Le curettage et l’excision de fragments du col sont de petites interventions, qui 
doivent étre faites avec le plus grand soin, et le médecin qui n’en a pas l’habitude ou 
qui, pour un motif ou pour un autre, hésiterait 4 s’en charger, devra les faire faire sans 
délai par un spécialiste. 

L’examen microscopique sera confié, cela va sans dire, 4 un homme compétent et 
sar, qui aura l’habitude et l’expérience des recherches anatomo-pathologiques. 

Dans les cas suspects ou douteux, c’est-a-dire dans la majorité des carcinomes de 
Vutérus au début, c’est donc l’examen microscopique des fragments excisés du col ou 
des produits de curettage qui décidera en dernier ressort du diagnostic. 

Une fois celui-ci posé, l’opération radicale, l’hystérectomie s’impose et ici encore la 
tache du médecin a une grande importance, car il s’agit pour lui de décider la malade 
et sa famille & l’intervention dans le plus bref délai possible. Il saura le faire avec tact 
et fermeté, mais sans effrayer inutilement la malade. 

C’est ainsi que l’on pourra reconnaftre dés le début et opérer de bonne heure un 
grand nombre de cas de carcinome de l’utérus, c’est ainsi que l’on verra la proportion 
des cas opérables augmenter sensiblement, le nombre des récidives post opératoires 
diminuer de plus en plus, et l’opération radicale devenir réellement curative. 

La marche 4 suivre est donc parfaitement claire et les médecins qui suivront a la 
lettre les indications contenues dans cette circulaire, et que nous nous permettons de 
recommander & leur attention toute spéciale, auront le sentiment d’avoir agi dans 
Vintérét de leurs clientes et d’avoir contribué par leur science, conscience et énergie 4 
sauver un grand nombre de femmes et de méres de famille, car, encore une fois, et c’est 
par 1A que nous terminons, le cancer de ['uterus, reconnu et opéré au début, peut et doit 
étre guéri radicalement et définitivement. 

Genéve et Lausanne, janvier 1906. 


POUR LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE LA SUISSE ROMANDE : 
LE COMITE. 
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Aux SAGES-FEMMES DE LA Suiss—E RoMANDE. 


Toute sage-femme a entendu parler d’une maladie terrible, qui est assez répandue et 
qui s’appelle le cancer. Une des formes les plus fréquentes et les plus graves de cette 
maladie, est celle qui s’attaque 4 la matrice. 
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Or les malheureuses femmes qui sont atteintes de cette effroyable maladie ne peuvent 
étre guéries définitivement que par une opération. 

Au début de la maladie, c’est-a-dire pendant les premiers mois, le cancer est absolu- 
ment limité 4 la matrice, mais, plus tard, il envahit le voisinage, les vaisseaux sanguins 
et Lymphatiques, les glandes et autres organes du bas-ventre, la vessie, les uretéres, le 
rectum. 

Pour que l’opération ait des chances de réussite, c’est-d-dire pour qu’elle améne la 
guérison complete, il faut absolument quelle soit pratiquée avant que le cancer ait fait 
trop de progrés, avant qu’il se soit étendu au dela de son siege primitif. 

Tl est triste de constater qu’actuellement le plus grand nombre des malheureuses 
femmes atteintes de cancer de l’utérus viennent consulter le médecin trop tard, quand 
toute opération radicale est devenue impossible. Ainsi, 4 I’hépital de Lausanne 1/3 et 
& la Maternité de Genéve 1/6 seulement des malades atteintes de cancer peuvent étre 
opérées avec quelques chances de succés au moment de leur entrée 4 l’hépital ; toutes les 
autres sont condamnées 4 succomber plus ou moins rapidement parce qu’elles sont 
venues trop tard. 

Tl faut que cette triste situation s’améliore ; il faut qu’d l’avenir les malades atteintes 
de cancer arrivent plus tét entre les mains du chirurgien qui pourra les opérer et dans 
bien des cas leur sauver la vie. 

Plus d’une fois les sages-femmes elles-mémes ont contribué 4 faire perdre du temps 
en ne pouvant donner a ces malades d’utiles conseils, en essayant elles-mémes de les 
soigner ou de les soulager, ou bien par nonchalance, ignorance ou négligence en 
n’attachant pas l’importance qu’ils comportent aux premiers signes de la maladie. 

En voici un triste exemple: nous avons connu deux malades soignées pendant 
plusieurs mois chez une sage-femme de Genéve, par des injections et des tampons pour 
une plaie du col de la matrice qui, plus tard, a été reconnue comme étant de nature 
cancéreuse, 

Par le fait de ce traitement prolongé, ces malades avaient laissé passer le moment 
favorable a l’opération de leur cancer et elles ont succombé aprés de longues souffrances. 
Vous pouvez vous rendre compte de la grave responsabilité que cette sage-femme a 
encourue en manquant a son devoir, soit en soignant elle-méme ces malades et en ne 
les envoyant pas de suite chez le médecin. Nous estimons qu'elle pourrait étre justici- 
able des Tribunaux pour traitement illégal de maladies qu’elle ne connait pas et qui ne 
sont pas de sa compétence. Trés nombreux sont ainsi les cas de cancer qui, par la faute 
du médecin ou de la sage-femme, n’arrivent entre les mains du spécialiste que lorsqu’il 
est trop tard pour opérer. 

La société de Gynécologie et d’Obstétrique de la Suisse Romande s’est émue de cet 
état de choses et quoique sachant fort bien que l’enseignement des sages-femmes dans 
les Maternités ne comprend pas les connaissances voulues pour pouvoir reconnaitre le 
cancer de l’utérus dés son début, et, en plus, que le traitement des maladies de la - 
matrice est interdit aux sages-femmes, elle a cependant trouvé bon de s’adresser 4 elles 
pour qu’elles lui facilitent la tache de combattre cette terrible maladie. 

En effet, un grand nombre de femmes ont confiance dans la sage-femme lorsqu’il 
s’agit de maladies du bas-ventre ; elles lui demandent conseils et avis avant d’aller voir 
un médecin, surtout lorsqu’il s’agit de pertes blanches-ou d’hémorragies provenant de 
la matrice. 

La sage-femme devra donc connaitre les premiers symptémes du cancer de la matrice, 
pour que, dés qu'il y aura lieu de suspecter sa présence, elle puisse sans aucune hésita- 
tion, sans examen local, adresser au médecin, ou mieux encore y accompagner elle-méme 
la malade qui lui aura demandé conseil. 

Elle a le devoir d’user de toute son influence pour décider la malade a accepter un 
examen de Ja matrice qui ne devra étre fait que par le médecin. 

Quels sont & présent, les symptémes importants qui feront soupgonner, dés le début 
de la maladie, la présence d’un cancer? ; 
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Ils ne sont pas nombreux, mais ils ont une grande importance. 

Ce sont les suivants : 

1. L’apparition de pertes de sang plus ou moins abondantes aprés le début de lage 
critique. 

2. Des pertes de sang survenant immédiatement aprés les rapports sexuels. 

8. Pertes de sang ou véritables hémorragies survenant 4 tout dge entre les régles et 
accompagnées quelquefois de pertes fétides ou de pertes aqueuses teintées de 
sang. 

Les premiers signes du cancer sont donc constitués par des pertes de sang ou des 
hémorragies en dehors des régles survenant dans les conditions particuliéres que nous 
venons d’indiquer. 

Les douleurs, Vamaigrissement, les pertes fétides ne viennent que plus tard, quand 
Vopération radicale n’est déja plus possible. 

Toute sage-femme devra donc se rappeler qu’au début de la maladie, c’est-d-dire 
pendant les premiers mois, la malade ne souffre pas, ne maigrit pas encore, et qu'il 
n’existe ni écoulement abondant ni pertes ayant mauvaise odeur. 

Redoublons par conséquent de vigilance pour reconnaitre le plus tét possible cette 
terrible maladie. 

Nous faisons donc appel sentiment d’humanité de toutes les sages-femmes : qu’elles 
n’envisagent pas cette circulaire comme une critique, mais bien comme un appel 4 une 
collaboration active contre une grave maladie. Que chaque sage-femme remplisse son 
devoir professionnel dans cette lutte contre le cancer et chaque fois qu’elle aura réussi 
& amener une malade 4 temps au chirurgien, on pourra dire qu’elle a contribué 4 sauver 
une vie humaine et qu’ainsi elle a bien mérité de la société. 

Genéve et Lausanne, Janvier 1906. 


POUR LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE LA SUISSE ROMANDE : 
LE COMITE. 
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Le Cancer ve L’Utérvs. 
Quelques mots d’avertissement au monde féminin. 


Les questions d’hygiéne occupent actuellement une place de plus en plus importante ; 
elles n’intéressent pas exclusivement les médecins et les autorités sanitaires; les simples 
particuliers désirent étre renseignés sur les progrés de la science médicale, sur les 
moyens de guérir ou d’éviter certains maladies. 

Non seulement les journaux médicaux mais aussi les journaux politiques apportent 
au public de nombreux renseignements sur la tuberculose, sur les maladies épidémiques. 
Une affection rare surgit-elle dans un pays, immédiatement la presse met les lecteurs 
au courant de sa marche et de son traitement. 

Tout le monde a lu jadis, avec un intérét palpitant et avec un espoir malheureuse- 
ment dégu, les découvertes de Koch sur la tuberculose, et plus récemment les publica- 
tions de Doyen sur le cancer. 

S’il est des maladies évitables grice 4 de saines mesures d’hygiéne s’il en est de 
guérissables par des traitements médicaux, il en est d’autres qui, dans l’état actuel de 
nos connaissances, ne le sont que par des opérations chirurgicales, & condition toutefois 
que l’affection soit encore prés de son début. 

C’est le cas du cancer des organes internes. Une fois la maladie avancée, la 
chirurgie, méme la plus hardie, ne peut plus rien pour sauver les pauvres malades. 

Tl est donc urgent que cette affection si redoutée, guérissable par une opératicn 
pratiquée & temps, soit reconnue du public dés ses premiers symptémes. 
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Quand le cancer attaque un organe nécessaire 4 la vie on doit se borner & extirper 
la partie malade et son voisinage immédiat. Quand l’organe atteint n’est pas indis- 
pensable 4 l’organisme on l’enléve et, si le cancer n’en est qu’é son début, le malade 
guérira. <A cette catégorie appartiennent les cancers du sein, de la matrice. 

La Société d’obstétrique et de gynécologie de la Suisse romande a consacré trois de 
ses séances 4 une discussion fort intéressante sur le cancer de la matrice. 

Cette discussion a montré trés clairement que plus le public est éclairé sur cette 
affection, dont le début est assez insidieux, plus les cas de guérison définitive sont 
nombreux. 

C’est donc faire ceuvre éminemment humanitaire que d’attirer l’attention du monde 
féminin sur cette maladie trop fréquente qui, non reconnue a temps, entraine fatale- 
ment la mort de celle qui en est atteinte. 

Le retard apporté dans |’opération de ce cancer est presque toujours dé a l’ignorance, 
parfois 4 la négligence, des malades. Les cas négligés, beaucoup plus nombreux, hélas ! 
que les cas pris au début, meurent sans opération parce que celle-ci n’est plus possible, 
ou malgré une opération parce que celle-ci n’a pu étre radicale et que le cancer a 
récidivé. 

Devant des résultats aussi peu favorables, le public s’est persuadé & tort que le 
cancer est une maladie incurable d’emblée et que, avec ou sans opération, la malade est 
fatalement perdue. En effet, les cas favorables et guéris sont tenus secrets, les cas 
défavorables sont fatalement connus; le public conclut qu'il n’y a rien a faire. 

Cette appréciation trés fausse a coité déja la vie 4 des milliers de femmes. On 
estime qu’en Allemagne plus de 10,000 femmes meurent annuellement du cancer de la 
matrice. 

Dés que attention du public féminin aura été attirée sur les premiers signes de 
cette forme de cancer, les femmes s’adresseront de meilleure heure & leur médecin, 
Yopération aura lieu dés l’apparition des premiers symptémes et la guérison définitive 
sera beaucoup plus certaine. 

Il faut pour en arriver la que les femmes se pénétrent tout d’abord de ceci : 

Le cancer de la matrice est guérissable ; 
Il nest guérissable que par une opération radicale ; 
Il n'est guérissable par aucun autre traitement. 

En second lieu elles devront connaitre une série de symptémes que nous allons 
passer en revue. 

On sait que, arrivées & un certain age, les femmes cessent d’étre incommodées par 
le retour périodique de symptémes connus. Si cependant, au bout d’un temps de répit 
(un an par exemple) une perte de sang plus ou moins abondante se produit, il est 
dangereux de l’expliquer par un retour de l'état antérieur ; c’est souvent l’indice d’un 
début de cancer. 

Il faudra de suite s’adresser & un médecin, seul capable de reconnaitre ce dont il 
s’agit, de tranquilliser sa cliente s'il y a lieu, de la décider & l’opération s'il y a cancer. 
Rien de plus fatal que de ne pas demander cet avis médical de suite et d’essayer, par 
frayeur, de se cacher la vérité; ce procédé d’autruche a déja mené bien des femmes au 
tombeau en laissant passer le moment favorable 4 une intervention. 

Mais le cancer peut se montrer aussi avant l’age dont nous venons de parler, quand 
les signes habituels se montrent encore réguliérement; les symptémes sont alors plus 
vagues; il s’agit d’une augumentation dans l’abondance et la durée de l’indisposition 
normale, parfois aussi d’irrégularités dans l’apparition de ce symptéme. 

Nous voyons donc que le principal signe qui doit engager une femme 4 prendre l’avis 
d’un médecin sont des pertes de sang survenant 4 un moment ow elles ne sont pas 
normales, ou bien des pertes de sang augmentées de durée ou d’intensité. 

Loin de nous lidée d’alarmer inutilement qui que ce soit; mais devant des 
négligences, des pertes de temps qui si souvent ont coité la vie & des méres de famille, 
il est de notre devoir de crier un garde-d-vous énergique. 
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Le public a été entrainé 4 la négligence actuelle par un autre malentendu trés 
fréquent. 

Une personne atteinte de cancer de matrice devrait, dans ]’opinion courante, étre 
amaigrie, pale, faible; elle devrait éprouver de vives souffrances, elle devrait avoir des 
pertes nauséabondes. Rien de plus faux. Quand le tableau que nous venons de tracer 
est vrai, il s’agit ordinairement du cancer avancé, inopérable, inguérissable. Attendre 
ce moment pour appeler au secours serait pure folie. 

Le cancer de la matrice & son début n’amaigrit pas, n’affaiblit pas, ne fait pas pilir ; 
dans la plupart des cas il ne cause aucune douleur, i] ne produit pas de pertes nauséa- 
bondes. 

Les femmes consultent presque toujours le médecin trop tard. Quels sont donc les 
causes de ces retards fatals? D’abord, comme nous vénons de le voir, c’est l’ignorance 
des symptémes du début; ils sont si peu inquiétants par eux-mémes que trop souvent, 
pendant des mois, on les considére comme des irrégularités sans importance. 

Ensuite, au lieu de s’adresser d’emblée & un médecin, la malade s’adressera 4 des 
amies, 4 des voisines, & une sage-femme! Les amies, les voisines croiront toujours 
reconnaitre une affection qu’elles ont eu elles-mémes, et le reméde qui les a guéries d’un 
mal tout différent, offrant peut-étre des symptémes analogues, devra d’abord étre 
essayé. 

Les sages-femmes ne sont pas compétentes du tout reconnaitre une affection gynéco- 
logique; ces affections ne font pas partie de l’enseignement qu’on leur donne; il est 
donc inutile, méme dangereux, de s’adresser a elles pour des cas qui ne se rapportent 
pas 4 une grossesse, un accouchement ou des couches. Diailleurs, chaque sage-femme 
consciencieuse doit adresser ces malades d’emblée & un médecin. 

Ces diverses consultations préliminaires entrainent donc toujours une perte de temps 
qui correspond souvent 4 la perte de la vie. 

Une fois le verdict du médecin prononcé, la femme se trouve en présence d’une 
nouvelle décision 4 prendre. L’opération radicale est la seule chance de salut, lui dit- 
on. La crainte de l’opération domine tout; les suites de l’opération sont si pénibles, 


elle a des conséquences si graves pour l’état général, ont raconté des amies bien 
intentionnées ! 


Erreur fatale encore. 


Grace aux progrés de l’antisepsie, 4 ceux des méthodes opératoires, on peut affirmer 
en toute conscience que l’opération d’un cancer de la matrice 4 son début offre fort peu 
de dangers immédiats et point de dangers éloignés. La matrice n’étant pas un organe 
nécessaire & la vie, on peut la supprimer sans provoquer le moindre trouble corporel ou 
intellectuel. 

Si une femme se trouve dans une maison en flammes, si toute issue lui est fermée 
sauf vers la rue par la fenétre, si la foule lui tend une toile sur laquelle elle peut se 
laisser choir sans danger, refusera-t-elle cette chance presque certaine de salut sous le 
prétexte qu’elle a peur de se faire mal? Préférera-t-elle étre brilée vive? Evidem- 
ment non. Toute femme atteinte de cancer se trouve dans une situation analogue. II 
n’y a, dans l’état actuel de nos connaissances médicales, pas d’autre chemin 4 suivre ; il 
faut prendre bravement la seule décision qui puisse rendre la santé et la vie. 

On nous dira peut-étre que ce sujet n’est pas du ressort des journaux; ce n’est pas 
notre avis, tout au contraire. Cette question du cancer de la matrice a pour toute la 
population, pour tout le pays, une importance si grande qu’il faut faire entendre le cri 
d’avertissement au plus grand nombre de femmes possible; il faut que celles qui ont 
entendu et qui ont compris (et puissent-elles tre nombreuses) portent ce garde-a-vous 
& d’autres, 4 celles qui ne lisent pas de journaux, aux pauvres qui n’en ont pas. Plus 
«es quelques conseils de prudence se repandront dans toutes les classes de la population, 
plus on verra diminuer le nombre des cas inopérables, plus le médecin aura la joie de 
conserver une femme & son mari, une mére 4 ses enfants. 


Société d’Obstétrique et de Gynécologie de la Suisse Romande. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Pubiotomy. 
HENKEL, Zeitts. fiir Geburts. und Gyndkol., 1906. Band lvii., Heft 1. 


In discussing the relative merits of symphysiotomy and pubiotomy, 
the author brings forward the following objections to the former 
operation :—A joint is wounded, and in a part of the body where 
asepsis is difficult to obtain. The joint is so narrow that the 
cartilage is very likely to be wounded, in which case some of it will 
necrose and hinder healing. Bony callus is sometimes formed, with 
consequent absolute immobilisation of the joint. On the other hand, 
fibrous union may occur. Some of the advocates of symphysiotomy 
look on this fibrous union as an advantage, because it may yield 
slightly in subsequent labours, but the author considers that if any 
yielding occurs there will be difficulty in walking. If a second 
symphysiotomy has to be performed the adhesion of the bladder to 
the cicatrix will cause considerable difficulty. 

In pubiotomy, on the other hand, the danger of bleeding is less; 
there is less likelihood of the urethra or bladder being wounded, and 
firm bony union can be relied on to occur with absolute certainty, 
an important consideration from the point of view of the patient’s 
power of walking afterwards. 

The technique adopted in Olshausen’s clinic resembles that of 
Doederlein. The patient lies across the bed so that the tip of the 
coccyx projects just beyond the edge of the bed. The thighs are 
separated, and hang downwards slightly. The bladder is carefully 
emptied, a point of great importance. An incision about one inch 
long is made from the pectineal eminence over the anterior superior 
edge of the pubic bone, going down to the bone. The periosteum is 
cut through with a raspatory or pair of scissors, and then separated 
from the posterior surface of the bone and pushed back by the tip 
of the forefinger. If a glove is worn it should be made of cotton, 
not rubber, as the sense of touch must be acute. If the needle is 
inserted blindly without this separation of the periosteum there is 
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danger of wounding vessels and of opening the obturator foramen. 
Doederlein’s needle is then passed, under guidance of a finger, down- 
wards along the bare posterior surface of the bone until the point 
appears under the skin of the labium majus. A minute incision 
sets the point of the needle free. The needle is threaded with Gigli’s 
saw and withdrawn. In sawing through the bone the finger must 
ascertain that the saw is internal to the obturator foramen, or this 
may be sawn through, with the result that there is severe hemorrhage. 
As a rule the upper and lower edges are found to be sawn through 
first, so that somewhat large wounds are made in the soft parts 
before the middle portion of the bone is divided. Some operators 
have advised that the head should be pulled on before the bone is 
completely severed. Henkel considers that this is a dangerous thing 
to do, because if the bone gives way while under pressure the edges 
may spring apart with force sufficient to damage the ligaments of 
the sacro-iliac joint. If the bone is sawn through completely the 
immediate separation is not more than half an inch. After strong 
pulling this distance is increased to two inches. The head must be 
pulled slowly, otherwise the sacro-iliac joint may be injured. 

The operation has been performed seven times in Olshausen’s 
clinic. In only one case were ligatures necessary. Any troublesome 
bleeding comes from the corpus cavernosum of the clitoris and from 
veins in the neighbourhood of the broad ligament, not from the 
cancellous tissue of the bone. Henkel has always divided the left 
pubic bone whether the occiput pointed to left or right, and has never 
had cause to regret that he had not divided the right pubic bone in 
cases of 2nd vertex position. 

Method of delivery after pubiotomy. The author prefers version 
to forceps because the traction exerted on the aftercoming head by 
the hands can be regulated more easily than that exerted by forceps, 
and also because the aftercoming head is more movable than the 
forecoming, and therefore rotates more readily to the most favourable 
position. Whatever method of delivery is adopted Walcher’s 
position should be employed, because pubiotomy tends to make the 
pelvic cavity funnel-shaped, and this tendency is increased if 
the thighs are flexed. 

In the author’s seven cases a simple suture, without tampon or 
drain, was all that was necessary. A binder was placed round the 
pelvis. Six out of the seven patients were able to walk during 
the third week after the operation. 

Complications. Besides the possibility of bleeding and damage 
to the bladder there is a third danger, viz., laceration of the vagina. 
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This is almost certain to occur in a primipara, and will probably 
| communicate with the wound in the bone. In several reported cases 
the vaginal tear has extended into the rectum, and in some has 
caused even fatal sepsis. 

The maternal mortality up to the present is about 6°7 per cent., 

i and will probably become much lower. Van der Velde seeks to 
i prevent apposition with the idea of gaining some permanent enlarge- 
| ment of the pelvis. The operation may be performed on the same 
i) side again, or on the other side. 
| [Note by Abstractor. Is not adhesion of the periosteum after 
i pubiotomy as likely to occur as adhesion of the bladder after 
symphysiotomy ?] 
The operation may be performed on flat pelves with a true 
conjugate diameter from 3?/,—27/,, inches, but at the lower limit 
only if the child is small, and on generally contracted pelves with a 
conjugate from 3?/,;—38 inches. 

On account of the narrowness of the vagina the operation is 
contra-indicated in primigravide. 

Protracted labour with rise of temperature is another contra- 
indication. In one case in Olshausen’s clinic the liquor amnii 
pent up behind a living child was stinking. The mother died of 
sepsis. The other six patients did very well. 

In one case, where cephalotripsy had been performed before, 
Henkel delivered a living child by pubiotomy and vaginal Cesarean 
section on account of placenta previa. 

The author considers that the operation is one of great value, but 
one that should not be performed without skilled assistance and 
means of meeting unusual complications. 


Henry Russert ANDREWS. 


A Report of a Case of Successful Vaginal Cesarean Section 
for Puerperal Convulsions. 


Hayp (Herman E.). Buffalo Med. Journ. Vol. Ixii., No. 3. 


A PRIMIPARA, et. 23, was admitted into hospital with puerperal 
convulsions. She had had ten convulsions previous to her admission, 
but her condition between them is not mentioned. An attempt had 
been made to dilate the os manually, but had failed owing to its 
rigidity. The treatment was not persevered with as its performance 
had brought on a severe convulsion. The urine, catheter specimen, 
proved to be nearly solid with albumen on boiling. 
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The patient was anesthetized, and after cleansing the vagina and 
vulva, the cervix was drawn down by two volsellum forceps, and a 
long incision was made through its anterior wall with the scissors, 
followed by a transverse cut by which the bladder was separated and 
pushed up out of the way. The incision was then carried through 
the internal os, and for a short way up the anterior uterine wall. 
There was practically no hemorrhage. The membranes were then 
ruptured and the forceps was applied to the head. The child, a male 
weighing 6} lbs., was delivered without much difficulty. Half an 
hour’s attention, however, was required before it could be made to 
breathe satisfactorily. The placenta was born naturally, and the 
edges of the wound were then sutured, a gauze drain being inserted. 
Ordinary treatment by saline injections, etc., was administered. The 
patient had two more convulsions after the operation, otherwise her 
recovery was uneventful, and the ultimate result of the operation 
was in every way satisfactory. 

In the author’s opinion this case demonstrates two points—firstly, 
the wisdom of emptying the uterus as soon as possible in eclampsia; 
and, secondly, the ease and rapidity with which this can be done by 
employing Diihrssen’s anterior cervical incision in cases of prolonged 
first stage due to rigidity of the os. 

ABERNETHY WILLETT. 


Bacteriology of Puerperal-wound Infection. 
HELLENDAHL (Tiibingen). Zentr. fiir Gyndkol., 1906. No. 43. 


Tue author has proved experimentally that bacteria can penetrate the 
intact amnion and infect the amniotic fluid. The germs multiply 
between the wall of the uterus and fetal membranes, and spread out- 
wards, and also through the membranes into the amniotic cavity. 

Infection of the latter can take place via the Fallopian tubes from 
the peritoneum. This occurs by continuity of tissue and penetration 
of the membranes, and not by the vascular system. 

Infection of the amniotic sac from the uterine vessels plays only 
a very subordinate réle; on the other hand infection of the amniotic 
fluid from the placenta is a well-established fact. 

The foetus may become infected through swallowing amniotic 
fluid, through premature respiration, and through spontaneous im- 
migration of bacteria into the apertures of the fetal body. The 
lungs are the principal gateway to general infection, but the latter 


can occur through the digestive tract and through section of the 
cord. 
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Intra-amniotic infection may lead to death of the foetus, either 
intra-uterine or post partum. The cause of post partum death of the 
foetus is either pure bacterial broncho-pneumonia or general sepsis 
with broncho-pneumonia. 

Infection of the amniotic fluid is of importance from the maternal 
aspect, especially in cases of premature rupture of the membranes; 
it is marked by intra partum fever. Descending infection plays a 
far more prominent part than ascending infection in the causation of 
intra partum fever. 

Intra partum fever may occur even before the membranes are 
ruptured. The author’s experiments prove that bacterial infection 
of the amniotic cavity occurs with intact membranes. In such cases 
the degree of fever during birth has no prognostic value as regards 
the course of the puerperium. Puerperal prognosis is not rendered 
grave by foul-smelling amniotic fluid. The latter is rather a favour- 
able sign than otherwise. 

CuTHBERT LOCKYER. 


Blood Investigation in Puerperal Fever. 
Kownatzxi (Berlin). Zentr. fiir Gyndkol., 1906. No. 43. 
THE investigator gives the following points as possessing prognostic 
value :— 

1. Prognosis favourable. Neutrophile cells not at all or only 
slightly injured. Eosinophiles present. 

2. Prognosis unfavourable. Leucocytosis 50,000; neutrophiles 
degenerate; eosinophiles absent; marked diminution in the number 
of red discs. 

3. Improvement. Recovery of neutrophiles from injury; the 
appearance and increase of eosinophiles. 

4. Change for the worse. Increasing degeneration of neutro- 
philes; diminution or disappearance of eosinophiles. 

5. Hopeless. Occurrence of poikilocytosis with polychomosis and 
nucleation of the red discs. 

CurHBERT LOCKYER. 


A Case of Severe Stovain Poisoning from Lumbar Puncture. 


TRAUTENROTH (Bochum). Zentr. fiir Gyndkol., 1906. No. 43. 


Tur author records a case of lumbar anesthesia induced by stovain, 
in which severe toxic symptoms supervened. 

The patient was a v.-para, aged 39 years, who shortly after the 
injection became cyanosed, and showed signs of heart failure. The 
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breathing was laboured, there was excessive vomiting with violent 
headache and cramp-like pains in the neck and right arm. The child 
was delivered by forceps. Fourteen days after the injection of stovain 
into the lumbar cord, symptoms of local spinal meningitis and right- 
sided spinal root neuritis, supervened. The meningitic symptoms 
lasted one week, but the neuritis of the posterior roots continued for 
a month. The meningitis was not septic—there was no fever—but 
was, the author thinks, due to the chemical effect of the stovain. 

The writer prefers tropococain to stovain, the former is well 
tolerated by gravid subjects, it does not affect the child as does 
chloroform, and does not favour but rather prevents post partum 
hemorrhage. Perineal suture can be performed painlessly after the 
third stage of labour is ended without fresh anesthesia. 


CuTHBert LocKYER. 


Appendicitis in Nurslings. 
Krrmisson and GuimBettot. Revue de Chirurgie, October, 1906. 


Tue authors have collected twenty-six cases of appendicitis in 
infants, nine of which occurred in the first year of life and seventeen 
in the second year. All the cases in the first year were fatal, whether 
operated upon or not. Of the seventeen cases in the second year, 
seven recovered after operation, all aged upwards of eighteen months. 
Operation was performed innineteencases of the whole series, with 
twelve deaths and seven cures. 

The authors conclude that appendicitis in infancy is not so rare 
as has been thought, that its evolution is rapid and its prognosis 
extremely grave. Immediate operation is demanded as soon as the 
condition is recognized. The diagnosis is made difficult by the age 
of the patient and by the gastro-enteric symptoms which frequently 
precede and mask the signs of appendicitis. 

Gyr distinguishes two forms of onset. The first is insidious, and 
is characterized by fetid diarrhea or constipation, vomiting, slight 
fever, and loss of flesh. These symptoms change by subtle gradations 
to the clinical picture of appendicitis, with increased vomiting, 
elevation of the pulse and temperature, abdominal distension and 
peritonitis. In the second variety, the illness suddenly breaks in 
upon a period of good general health. The child cries and vomits 
once or twice. There is fever, with a rapid pulse and a swollen and 
tender belly. Constipation is very marked and obstinate. The 
diagnosis from intussusception depends chiefly on the presence of 
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high fever and the absence of blood-stained rectal discharge. Rectal 
examination is rarely of positive value. The case advances rapidly, 
and in a few days general peritonitis supervenes with its characteristic 
expression and its dissociation of pulse and temperature. Finally, 
the authors believe that many slight cases of infantile appendicitis 
pass unrecognized. 


W. Sampson 


GYNASCOLOGY. 


Teratoid Tumours of the Ovary. 
Nevuivusser. Archiv fiir Gyndkol. Band lxxix., Heft 3. 


Tue writer of this paper adds two cases to the scanty literature on 
teratomata of the ovary. 

The patient in Case i. was a girl, aged 23, who two years before 
operation had had a sharp attack of pelvic pain. After rest in bed 
the pain subsided, but the abdomen became gradually more and more 
distended. A similar attack of pain occurred one month before 
admission, at the onset of the menstrual period. There had never 
been any abnormal vaginal discharge. 

On examination the uterus was found pushed backwards by a 
tumour, equal in size to a man’s head, filling the anterior vaginal 
vault, and reaching to above the umbilicus. 

Professor Landau removed the tumour, which was cystic and 
contained a muco-colloidal fluid mixed with a whitish, more 
concentrated material. The tumour was nodular on the surface 
and adherent to the omentum, on which was found one patch of 
lardaceous-looking material, about equal in size to half-a-crown. The 
tumour originated in the right ovary, and had a long pedicle. 
This was transfixed and tied and the tumour excised. The left ovary 
was normal. The wound healed by primary union, and the patient 
is quite well eight years and seven months after the operation. 

The tumour had a thick fibrous wall, and appeared grayish-red 
all over. Destructive processes in the tissues of the walls of both 
large and small cysts had taken place. The tumour was of a solid 
type, although containing many cysts. A transverse section showed 
a lobulated appearance, each lobe being composed of innumerable 
cysts of varying sizes, some containing visible hair, cartilage, 
lipomatous masses, etc. A smaller cyst adjoining the large main 
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cyst was filled with hair and lipomatous nodules. The section 
presented a yellowish-red marbled appearance. 

Microscopically, a mixture of the three germinal layers was 
found. Among the ectodermal products the epidermis was most 
conspicuous, rudimentary hair, sweat-glands and gliomatous masses 
being present. These were embedded in the derivates of the meso- 
dermal layer, viz., connective-tissue of varying character, in some 
places containing cells with large nuclei and little intra-cellular 
substance, in some places being fibrous, especially where it corre- 
sponded with the chorion of the skin. There were also adipose tissue 
and longish pieces of cartilage, perichondrium and bony matter 
showing the rudiments of a long bone and its medullary cavity. 
The bone cells were large; osteoblasts were numerous and the 
periosteum rich in nuclei. The entodermal products were seen in 
many of the cystic spaces as ciliated or squamous epithelium, also 
cartilage, so that the whole presented the picture of a primitive 
respiratory tract. Mucous glands were recognized, tubules with the 
membrana propria, ete. All these structures were jumbled together 
in a tangled mass, and bore an embryonic character. 

Case ut. The patient, a girl, aged 12, had complained of 
increasing abdominal pains for five years; some months before 
operation the abdomen began to enlarge. 

Abdominal palpation revealed free fluid in the peritoneal cavity. 
There was diffuse resistance all over the abdomen. In the right 
hypochondrium a round cystic prominence was felt. 

Operation, September 14th, 1905. On incising the abdomen a 
quantity of fluid escaped; the peritoneum and omentum were red 
and studded with miliary white nodules. The pedunculated tumour, 
equal to the size of a man’s head (starting from the left ovary) 
was tied off and excised, and with it a small piece of the affected 
omentum. The wound healed per primam. ‘The patient remains 
well eight months after operation, and there are no signs of recurrence 
or ascites. 

The tumour presented on its surface a smoother aspect than in 
that of Case i. The adhesions were less marked, but small, whitish 
and yellowish nodules were abundant. The largest cystic spaces, 
equal to the size of a man’s head, were opened, and contained fluid 
mixed with particles of fat. The contents of the cysts, the composi- 
tion of the cyst-walls, etc., were very similar to those described in 
Case i. 

Microscopically, the great preponderance of gliomatous tissue was 
very characteristic. Of ectodermal derivates the presence of skin 
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was interesting. All the derivates of the three germinal layers 
formed a tangled mass. 

Metastases (the nodules on the omentum). These were of an 
absolutely simple structure, composed throughout of typical gliomatous 
tissue, held together by common connective tissue. Thus it seemed 
that in this case the gliomatous elements were the only tissues 
possessing the property of migrating to remoter regions and further 
developing there. The fate of the metastases varies considerably in 
the author’s opinion. While some increase enormously within a 
short period, others, on the contrary, disappear entirely. (The author 
quotes his own case and one of Falk’s.) 

The author advises early operation, and comes to the following 
conclusions : — 

1. Gravidity may stimulate a quiescent teratoma to rapid growth. 

2. Among the many component tissues of the tumour one may 
exclusively form metastases. 

3. Metastases may be brought about in three ways—by the 
circulation, by the lymphatics or by implantation. 

4, Existing peritoneal metastases may be re-absorbed after 
laparotomy. 

5. It is not possible to judge from the microscopical aspect 
whether the primary tumour is innocent or malignant. It may be 
acutely malignant without showing any symptoms of sarcomatous 
or carcinomatous degeneration. 

6. Early radical operation makes a lasting cure possible. 

The author adds to his interesting paper a table of the 35 cases 
of teratoma which he has been able to find recorded. 


H. T. Hicks. 


Malignant Disease of the Fallopian Tubes. 


OrtuMann (E. G.). Zeits. fiir Geburts. und Gyndkol., 1906. 
Vol. lviii., Part 3, p. 376. 


In the year 1888, when Orthmann described an authentic case of 
primary cancer of the Fallopian tube, it was hailed as unique, for 
the well-known example of papilloma of the tube described by the 
writer of this abstract in 1879 had then been proved by the after- 
history of the patient to be innocent. By the end of the year 1905 
no fewer than 84 cases of primary tubal cancer had been reported. 
Orthmann adds two unreported cases. In addition, Risel has 
collected over 11 cases of primary chorionepithelioma of the tube. 
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On the other hand, Orthmann limits the total of authentic cases of 
primary sarcoma to five (Emil Senger, Gottschalk, Janvrin, Professor 
Sanger, and von Kahlden). In the series of 84 cases of primary 
cancer the tumour was undoubtedly “ mixed ” in three, and probably 
so in two more. 


Primary Tubal Cancer associated with Tubo-Ovarian Cyst. 
Orthmann publishes an original observation on an example of this 
complication. The patient was 49 years of age; the menopause 
had occurred a year previously, but no history of pregnancy and 
abortion was reported. A spherical, fluctuating tumour, which had 
caused pelvic pain, ruptured during examination. The tumour was 
removed, but a second operation was performed a little over a year 
later; an irremovable mass was discovered, and the patient died 
within three months. Orthmann describes the tumour removed at the 
first operation. It was a true tubo-ovarian cyst; the tubal mucous 
membrane up to the uterine end was the seat of typical papillomatous 
cancer. A few small deposits of the same type of new growth were 
detected on the inner wall of the ovarian part of the cyst. Orthmann 
believes that the tubo-ovarian cyst developed before the cancer, a 
“ sactosalpinx ” lying on the surface of a coincident ovarian cyst 
and ultimately communicating with the cavity of the latter. This 
case is the tenth where cancer developed primarily in the tubal 
portion of a tubo-ovarian cyst. 


Orthmann briefly mentions the remaining nine cases. In all save 
one (somewhat doubtful) the cyst was unilateral. In three, the 
opposite tube was cancerous, though not associated with an ovarian 
cyst; in only one did the tubo-ovarian cyst contain pus. In four 
cases, the inner wall of the ovarian portion was entirely free from 
cancer; in three, cancerous invasion was distinct; whilst in the 
remaining three, no mention of this matter is made in the reports. 


A tubo-ovarian cyst is essentially a result of inflammation; the 
frequency of cancer in association with it therefore supports the 
theory that primary tubal cancer is to be traced to local inflammation. 
Peham suggests that the ostium in tubal cancer is not usually closed by 
previous inflammatory processes. The closure is effected by blocking 
or compression of the ostium by the growth, or by true inflammation, 
not antecedent to the malignant disease but its immediate result. 
Orthmann cannot accept this secondary inflammation theory. 


Primary Cancer in a Sactosalpinz. Whilst the first case of 
primary cancer ever published was associated with a tubo-ovarian 
cyst (Orthmann), the second, reported by the writer of this abstract, 
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had developed in an obstructed and dilated tube. Further experience 
has shown that this condition is very frequent. 

Orthmann reports a case hitherto unpublished. The patient was 
a very corpulent widow, aged 53, who applied for relief on account of 
umbilical hernia. She had borne one child, living and now aged 
31 years; one year after its birth she aborted at the third month. The 
menopause took place ten years before she came under observation ; 
she had also undergone an operation for double cataract at the age 
of 51. For about a month the patient had suffered from vague pains 
in the hypogastrium and sacral region; the discharge was due to 
senile colpitis. There was a mass in the right fornix, extending into 
Douglas’s pouch. At the operation the tumour, of the size of a fist, 
was removed with the right ovary beneath it. There were firm 
adhesions to adjacent structures, and secondary growths were detected 
between the bladder and the uterus. The left appendages were 
released from dense adhesions and removed; lastly, the hernia was 
excised. Convalescence was retarded by bronchitis and suppuration 
in the abdominal walls. Three months after the operation the 
inguinal glands became swollen, and infiltration was detected in the 
right parametrium; two months later, when last seen, the patient’s 
condition had not improved. 

Orthmann publishes two fine drawings of the tumour, a typical 
papillomatous cancer situated in the dilated and obstructed right 
Fallopian tube, which contained a clear yellow serous fluid, whilst 
from the mucosa lining its middle segment sprang a mass of firm, 
red, papillomatous material. This mass had developed in the upper 
part of the tube, and not in the opposite portion contiguous to the 
mesosalpinx and ovary. Smaller, but well-developed papillomatous 
growths, sprang from the mucosa of the outer segment of the tube. 
There were metastatic deposits in the mesosalpinx and in the right 
ovary, which was not enlarged. The left tube was thickened in the 
middle, where cancerous changes in the very earliest stage were 
detected in the mucosa. Orthmann dwells on the fact that old 
inflammatory changes were also present. The left ovary was under- 
going stnall cystic degeneration. Some metastatic deposits were 
found in the omentum from the hernial sac. 

The microscopical appearances are related at full length, and the 
tumour is defined as a bilateral primary tubal carcinoma developed 
in a “serous sactosalpinx ” (hydrosalpinx) of inflammatory origin. 
Orthmann shows that the cancer could not have preceded the 
inflammation. 

No fewer than 25 other cases of primary cancer developing in an 
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old sactosalpinx are included in the total of 86.1 To the 26 must 
be added the 10 cases where the primary growth originates in a 
tubo-ovarian cyst. Orthmann also includes seven more, where there 
was no “ sactosalpinx,” yet the abdominal ostium was closed; this 
condition may imply that fluid which had once distended the tube 
had undergone absorption. Finally, one more case in the entire 
series showed extensive inflammatory changes of old-standing in 
the tubal mucosa. Thus in 44 out of 85 cases there was positive 
evidence of inflammation previous to cancer, and Orthmann shows 
that the 41 remaining cases are for the most part imperfectly 
described or without a precise microscopic report, so that it is not 
certain that there was no previous inflammatory change. 

Thus pathological, as well as clinical, evidence establishes Siinger’s 
theory that primary tubal cancer is closely associated with previous | 
salpingitis. 

The author of this abstract may be permitted to note that he was 
the first to advance this theory. In October, 1879, he wrote: “ The 
excrescences (in a case of papilloma of the tube) are, perhaps, not so 
much tumours as hyperplasize produced by chronic inflammation.” * 
A few years later Dr. Orthmann reports his own case as “ein primiires 
Carcinom der Tube, welches von der Schleimhaut ausgeht und einen 
vorwiegend papilliren Bau hat.” 

In May, 1889, the author of this abstract wrote: “ Papilloma of 
the Fallopian tube appears to have an inflammatory origin 
The papillomatous vegetations may undergo malignant degeneration. 
In short, cancer of the tube appears to spring from papilloma of the 
tube.” * 

It was not until 1895 that Singer and Barth declared that primary 
cancer of the tube always develops at the seat of a chronic and most 
frequently suppurative salpingitis for long quiescent.* In fact these 
observers verified the theory which Orthmann and the present writer 
had advanced, by the most patient and intelligent study of fresh 
material which had not been at our disposal. 

Secondary cancer of the Fallopian tube, Orthmann observes, has 
of late been somewhat neglected, apparently implying, as others have 
suggested elsewhere, that the enthusiastic pathologist tends to feel 


1. ‘*85” in the original, apparently a misprint, as Orthmann adds his 2 original 


cases to the 84 which he has collected. 
2. ‘“ Papilloma of the Fallopian Tube,” &e. TZrans. Path. Soc. Lond., Vol. XXXI., 
174. 


” 3. “Ueber Carcinoma Tube,” Zeitschr. f. Geburtsh, Vol. XV., p. 212. 
4. “Sequel to the Case of Primary Cancer of the Fallopian Tube reported in the 
Thirty-ninth Volume of the Society’s ‘Transactions.’” TZrans. Path. Soc., Vol. XLL., 


. 221. 
5. Martin’s Krankheiten der Eileiter, p. 269. 
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disappointed should he find that the tubal disease is not primary. 
Orthmann dwells on a question raised by Singer: Can primary cancer 
arise simultaneously in the Fallopian tube and in the adjacent 
uterus or ovary? Ihl reports an apparently unique case of 
simultaneous cancer of the ovaries, tubes and uterus, but Singer’s 
question has not been satisfactorily answered. 

Orthmann feels certain that in secondary tubal cancer the 
primary disease is nearly always in the ovary, not in the uterus. 
In 97 specimens of uterine cancer in his own operative practice, not 
one example of secondary tubal cancer could be discovered, yet in 
17 the cancer was in the body of the uterus; in one instance a big 
nodule lay in one cornu close to the uterine part of the tubal canal, 
yet its mucosa showed no sign of cancerous disease. In three out 
of the 17 cases circumscribed swelling of the whole circumference of 
the wall of one tube was noted, but the microscope showed that the 
swelling represented a purely inflammatory infiltration. 

On the other hand, out of 18 cases of malignant disease of the 
ovary in Orthmann’s practice (not including a single “ incomplete ” 
operation) the Fallopian tubes were involved in no fewer than 10, all 
of which were cases of cancer, save one sarcoma, 

The malignant disease passes from the ovary to the tube (1) 
through the serous coat of the tube; (2) through its muscular wall; 
and (3) through the tubal mucosa. In any case, according to 
Orthmann, cancer or sarcoma, the disease travels along the lymphatics. 
As a rule it is the serous coat which is first attacked, but the second 
condition is not rare. Orthmann describes one case of ovarian cancer 
and one of ovarian sarcoma where the malignant disease passed along 
the mesosalpinx to the muscular coat of the tube. Both seemed to 
show that the mucous membrane of the tube, so liable to primary 
cancer seems to resist the invasion of cancer (or sarcoma) long 
after the serous and muscular coat have been attacked. Infection 
through the tubal mucosa at the ostium is the rarest form, but several 
cases have been recorded ; tubo-ovarian cyst favours this complication. 
In that variety of cystic tumour, however, the primary seat of cancer 
may be the tube, as has already been explained. 


Asan Doran. 
[Several other cases of tubal cancer and papilloma have been 
recently noted in the Journat. In November Dr. Zum Busch read, 
at a meeting of the Hunterian Society, notes of a case of primary 
cancer. The patient was 43 years of age, married 23 years; periods 
regular. She was a heavy beer drinker. For five months she was 
troubled with ascites, without abdominal or pelvic pain. Bimanual 
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palpation was impossible owing to the ascites (this condition was 
noted in Peham and Chrobak’s case, already published). On incision, 
with a view to Talma’s operation, the liver was found normal, but a 
tumour was detected floating in the fluid. A median incision was 
then made, and a cancerous right tube removed; it burst during 
extraction; the left tube, nearly as large, was also amputated. 
Numerous small metastatic growths were seen on the parietal 
peritoneum and the serous coat of the uterus. Six weeks after the 
operation the ascites had not returned. The two Fallopian tubes 
were much dilated and filled with a soft, highly vascular new growth 
which proved on microscopical examination to be an alveolar cancer. 
The ovaries seemed free from disease, and there was no evidence that 
the uterus was as yet invaded beyond its serous coat.—A. D.] 


Ovarian Tumour with Peritoneal Metastases resembling 
Chorioepithelioma. 


Scumavs (Miinich). Zentr. fiir Gyndkol., 1906. No. 43. 


THE patient was aged forty-nine years. One year after the removal 
of an adenocarcinoma of the ovary and hysterectomy for myoma 
uteri, she died. 


At the autopsy the peritoneum was found to be studded with 
nodules the size of peas. There was free fluid in the peritoneal 
cavity. The great omentum was the principal seat of the secondary 
growth. The sections for microscopical examination were made from 
the omental growth, and these showed that the latter had a structure 
which, according to Schmaus, very closely resembled chorio- 
epithelioma. He remarks that although the primary ovarian growth 
was a type of adenocarcinoma, yet it possessed certain “ cell forma- 
tions” which resembled those of the peritoneal tumours, and he 
therefore suggests the obvious conclusion that the latter were metas- 
tases, but also hints that they might have an independent origin. 
The author’s final conclusions are that he is dealing with a primary 
ovarian tumour, the microscopic features of which present certain 
characteristics in keeping with chorio-epithelioma, and that in the 
metastases which appeared later, the resemblance to chorio- 
epithelioma was still more strikingly marked. 


CuTHBERT LOCKYER. 
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Hydatidiform Mole with Bilateral Degeneration of the Ovaries. 
Govtuioup. Revue de Chirurgie, June, 1906. 


THE patient, when three months pregnant, suffered from menorrhagia, 
and two movable painless tumours were felt in the pelvis. Subse- 
quently a hydatidiform mole was expelled. Phlebitis and embolism 
followed. Three months later the two pelvic tumours had much 
diminished in size, and fifteen months afterwards they had entirely 
disappeared. The author brought forward the case to show that 
surgical intervention is not always necessary in the cystic distension 
of the ovaries, which is now recognized as a frequent complication of 
hydatidiform mole. 

This case recalls in some of its features a case recorded by 
Malcolm and Hamilton Bell (Trans. Lond. Obst. Soc., 1903, p. 483). 
The pathological report of Lockyer on this case contains numerous 
references to the literature of similar cases. 

W. Sampson HANDLEY. 


Spurious Extra-uterine Pregnancy: a Contribution on Bleeding 
from Corpora Lutea. 


WEINBREUNER. Jonats, fiir Geburts. und Gyndkol. Bd. xxiv., 
Heft 3. 


ALTHOUGH extra-uterine gestation is now looked upon as the common 
cause of pelvic hematocele, we are not in a position to believe that 
there can be no other cause. Cases have been described, and the 
specimens from them properly examined (a very important point), 
in which no evidence of ectopic gestation could be found to account 
for bleeding. Such cases of peritoneal bleeding have been ascribed 
to venous stasis the result of heart disease, nephritis and pneumonia, 
rupture of a gastric ulcer, rupture of veins in the broad ligament or 
upon the surface of tumours, etc. In some of these cases, however, 
an encapsuled hematocele was not formed. Inflammatory conditions 
of the adnexa and pelvic peritoneum have been described as causes 
of pelvic hemorrhage, especially by Pfannenstiel and Freund. In 
all these cases the findings have been upheld by careful microscopic 
examination of the specimens removed. 

The author brings forward two cases in which intra-peritoneal 
h»morrhage occurred and was diagnosed. In each case, after a 
period of rest in bed, laparotomy was performed on the supposition 
that the bleeding was the result of tubal abortion. In each case 
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much the same condition was found, namely, a small corpus luteum 
cyst, which had ruptured and permitted bleeding into the peritoneal 
cavity. In each case a very complete examination of the bleeding 
part and of the tubes was made by serial sections, and no signs 
whatever of a gestation was found. Why excessive hemorrhage into 
a corpus luteum should occur and finally raise the pressure in it to 
such an extent as to lead to bursting is by no means clear, but in 
the second case a partial twist of the pedicle of the enlarged ovary 
had occurred, and this no doubt would account for the extreme 
congestion and bleeding which followed. 
Tuos. G. STEVENS. 


Cancer of the Cervix following Sub-total Hysterectomy. 
Soret. Revue de Chirurgie, June, 1906. 


Art the Lyons Medical Society M. Sorel described a case in which, 
one year after sub-total hysterectomy (? for fibroids), he had to excise 
the cervix and the uterine appendages for cancer. The discussion 


showed a general consensus of opinion in favour of total hysterectomy 
for fibroids. 
W. Sampson Haney. 


Cancer of the Body of the Uterus: Operation for Recurrence. 
Pottosson. Revue de Chirurgie, August, 1906. 


Tue patient, four years previously, had a cancer of the uterine body, 
which was removed by the abdominal route. She came back with 
an enormous recurrence situated in the abdominal wall— 
evidently an operation-graft. M. Pollosson freely removed the 
tumour, taking away with it the whole of the infiltrated anterior wall 
of the bladder. The edges of the resected bladder were sutured 
together. An enormous gap remained in the anterior abdominal 
wall. The operator sutured the omentum all round to the edges of 
the peritoneum. He then brought the skin-edges together. Approxi- 
mation of the muscular layer of the abdominal wall was impossible. 
The patient recovered, 


W. Sampson Hannrry. 
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Some Remarks on Uterine Suspension and Shortening of the 
Round Ligaments. 


Asue (James S.). T'rans. of Royal Academy of Medicine in Ireland. 
Vol. xxiv., p. 315. 


A praGnosis of retro-versio-flexion of the uterus being made, the 
question of the appropriate treatment remains. The author, in this 


paper, discriminates between cases suitable for pessary and operative 
treatment as follows :— 


1. Cases suitable for treatment with pessaries—(a) those acciden- 
tally discovered and causing no apparent symptoms; (b) those due 
to atonic relaxation of the ligaments following childbirth or long 
illnesses, e.g., enteric fever; (c) congenital or hysterostatic cases, 
frequently associated with enteroptosis which seem torun in families. 


2. Cases suitable for operative treatment—(a) those in whom a 
pessary has failed to keep the uterus in position or if a pessary causes 
discomfort or vaginitis; (b) patients who cannot be kept under 
observation either from residence in out-of-the-way places or because 
they are unable or unwilling to attend for treatment regularly. 

In discussing the choice of operation, the author prefers abdominal 
to vaginal fixations and of abdominal operations the choice is limited 
to some form of suspension or of shortening the round ligaments. 
The latter seems the more natural method of curing the displacement, 
and has the advantage of being less likely to cause trouble in case of 
subsequent confinements. It has the objection of being uncertain, 
since the round ligaments vary so much both in size and strength, 
and these attributes can only be diagnosed by sight and touch. 
Hence the best rule to follow is to open the abdomen in every case, 
and if the patient is likely to have children and the round ligaments 
are strong, perform an intra-peritoneal shortening; if the strength 
of the ligaments is doubtful a ventral suspension is the more 
satisfactory operation. 

The author speaks highly of the method of shortening the round 
ligaments practised by Sir Wm.Smyly. The round ligaments on each 
side are seized with forceps at their inguinal and uterine ends and 
rendered tense by approximating the forceps. The sides of the loop 
thus formed are sutured and the resulting knuckles are joined 
together as well as to the upper and anterior surface of the uterus. 
This method gives admirable results in suitable subjects. Only one 
patient so far has not been completely relieved. In her case the 
author thinks that the frequent micturition from which she suffers 
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is probably due to the bladder being prevented from filling sufficiently 
by the greatly increased anteversion of her uterus. 

Tables are given showing the success of this and other operations, 
but the numbers are too few to draw any satisfactory conclusions 
from them. 

ABERNETY WILLETT. 


Post-Operative Ileus. 
Batscu. Zentr. fiir Gyndkol., 1906, No. 43. 

THE good quality of the pulse in spite of its increased frequency 
is the most reliable sign by which to diagnose mechanical ileus. In 
sixteen cases operated upon for ileus after laparotomy, adhesions 
were found to be the cause, and in 72 per cent. of the cases there were 
firm adhesions between the pelvic organs and bowel. The author 
proved experimentally that when the peritoneum is free from blood 
no adhesions are formed, even when large portions of serosa are 
separated or destroyed by heat. Even extreme injury of the peri- 
toneum does not lead to adhesions, and the effect of the cautery need 
not be feared in respect of the formation of adhesions. It is the 
presence of blood which causes adhesions. The chief point to aim at 
therefore is perfect hemostasis. 

To effect an early action of the bowels two teaspoonsful of castor 
oil should be given a few hours before operation. Should neither 
flatus nor feeces be passed by the evening of the third day, and sick- 
ness with meteorism occur, feeding by mouth must be stopped, saline 
infusion must be resorted to, the stomach washed out, and more 
castor oil given. If the pulse becomes more rapid and smaller, opera- 
tion must be performed. If ileus follows a vaginal operation, seek 
for adhesions and free them cautiously per vaginam, or else open the 
abdomen. The adhesions are generally to be found on the stump or 
on the laparotomy wound. Baisch advises that the bowel be emptied 
through a fair-sized trochar and the opening closed. Of sixteen cases 
of ileus operated upon, thirteen recovered. 

CurHBert LOCKYER. 


The Treatment of Suppurative Conditions in the Abdominal 
Cavity: General and Local. 


Dovetas (Joun). Annals of Gynecology and Pediatry, June, 1906. 
Vol. xix., No. 7. 


AtruovucH the treatment and mortality of general peritonitis and 
the methods of dealing with local suppurative conditions in the 
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peritoneal cavity have undoubtedly been improved during recent 
years, yet there is still much divergence of opinion on each and 
every point of treatment, and Dr. Douglas in this article investigates 
the published methods of various surgeons under the headings of 
Drainage, Irrigation and Post-operative Treatment. 


Drainage. 

Drainage is said by various writers—(1) not to drain; (2) to 
lessen peritoneal resistance; (3) to increase the risk of intestinal 
obstruction ; (4) to increase the formation of adhesions; (5) to increase 
the danger of fecal fistula; (6) if bulky, to increase post-operative 
shock; (7) to increase the danger of wound infection and subsequent 
hernia; (8) to lengthen the period of convalesence 

Clark, after an analysis of 1,700 cases in Kelly’s Clinic, states 
that drainage should only be used in (a) general purulent peritonitis; 
(6) when there is an abscess sac walled off from the general peritoneal 
cavity and it is inadvisable or impossible to extirpate it; (c) in 
intestinal wounds when the integrity of the suture is doubtful. 

Kiistner, after an analysis of 2,211 laparotomies, advises drainage 
only in (a) injury to the intestine or bladder, operative or pre- 
operative; (b) pus sacs opened not during the operation, but 
secondarily; (c) in the presence of uncontrollable, parenchymatous 
hemorrhage. 

Olshausen only uses drainage when there is left a pus-producing 
passage, as in perityphlitic abscess. 


Zweifel operated upon 140 cases of pyosalpinx without drainage, 
and with one death. 


Irrigation. 

Young, on an analysis of 374 cases, found that the mortality in 
irrigated cases was 79 per cent., in non-irrigated cases 20 per cent. 

Dudgeon and Sargent, dealing with 119 cases occurring at 
St. Thomas’s Hospital, found that 80 per cent. of those irrigated died, 
while the mortality of non-irrigated cases was 53 per cent.; and of 
25 cases of their own, 19 were irrigated and 18 died, whereas the last 
six were not irrigated and all lived. 

Whilst, therefore, these statistics are against irrigation, Lerings 
reports 10 cases irrigated with acetozone solution, and a 10 per cent. 
mortality; Knott, 19 cases irrigated with saline solution, 10 per cent. 
mortality; and Murphy, 22 cases, with but one death from pneumonia. 


Post-operative Treatment. 
Most surgeons use cathartics or leave the bowels alone, whilst a 
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few use opium to limit the peristalsis and so prevent the spread of 
infection. 


Durham states that organisms settle on the great omentum which 
acts as a scavenger, and peristalsis brings them there. 


Dudgeon and Ross found that morphia inhibited leucocytosis. 


Mariani, in rabbits, found that handling, morphine and cathartics 
diminished, whilst atropine increased, resistance. 


To aid in the diminution of toxines many advocate intravenous 
saline infusions, and others rectal saline injections. 


It is difficult to come to any conclusions of value in the face of 
such diversity of opinion as is apparent from the authorities quoted 
in Dr. Douglas’s paper. 

Yates, in a series of experiments on dogs, was satisfied that 
drainage was not only useless but contra-indicated in cases of general 
peritonitis; but, on the other hand, Murphy’s experiments on cats 
showed that if drainage could be maintained for 72 hours much 
could be done to lessen absorption of toxines by removal of at least 
part of the products of infection, and allowing the peritoneum to 
increase its local resistance whilst an anti-toxine is being formed. 


Perhaps the fact that so many pus tubes are sterile accounts for 
the good results when drainage is not employed. 


Andrews showed that in 684 cases of pyosalpinx 5 per cent. were 
sterile, 22 per cent. showed gonococci, 6 per cent. saprophytes, and 
the rest a variety of pyogenic organisms. 

Dudgeon and Sargent found 5 out of 8 cases of pyosalpinx 
sterile. These observers also found in 19 out of 20 cases of 
commencing peritonitis due to abdominal hemorrhage, such as 
from ruptured ectopic gestation, a peculiar white staphylococcus 
which came from the intestine and caused only a mild degree of 
inflammation. The same germ was also found in many cases 
of appendicitis; and in other cases of spreading peritonitis due to 
other germs, as the colon bacillus, there was an infection by this 
staphylococcus at a distance from and in advance of the acute 
inflammation due to the more virulent infection. This these observers 
regarded as a good sign, and irrigation as bad treatment because it 
would rvash away these staphylococci. 


A bibliography is appended to the paper. 


Comyns BERKELEY. 
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A Criticism of the Spirochzta Pallida. 
Satine (THEODOR). Zentral. fiir Bakteriol., July and Sept., 1906. 


Ir will be within the knowledge of most of us who are interested 
in pathology that, for some time after the discovery by Schaudinn of 
the organism which was named by him the spirocheta pallida, the 
most laborious researches failed to demonstrate it in sections of 
the diseased tissues. At last, however, Levaditi and others believed 
that they had found a reliable method, by staining the preparations 
by means of the salts of silver. Saling’s contribution to the subject 
appears to destroy the foundations of this belief, and at the same 
time to render worthless all those observations which have been 
founded upon the results of this method. The following abstract of 
his paper may therefore be of interest. 

He points out that two methods only have been generally employed 
for the demonstration of spirocheta pallida—Giemsa’s stain and the 
silver stains. With respect to the first of these methods there can be 
no doubt that in smears from the diseased tissues, and also from the 
glands in the neighbourhood, large numbers of spirochetes can be 
demonstrated. The difficulty that has been experienced has been to 
discover some diagnostic points in the morphology of the spirocheta 
pallida, which would enable the observer to determine whether he 
was dealing with this organism or with one of the numerous closely- 
allied species. This difficulty has been felt more and more, and 
the later observers, for instance Gauzer, have confessed that they are 
unable to find practical differences between many of the species. 

Again, with Giemsa’s method, though the organism has been 
shown to exist in the rashes, the papules and the glands of syphilitic 
patients, there are very few, if any, reliable observations of its 
presence in the internal organs, such as the liver or spleen. Nor has 
its presence in the blood been satisfactorily demonstrated, a fact 
which is peculiar, if it is in reality the cause of syphilis, for the 
infective agent of this disease is known with certainty to be present 
in the blood of at any rate recently infected subjects. 

With regard to the examination of the internal organs, Saling 
first pronounces a word of caution. In tissues which are unsound, 
either from disease or from exposure to the processes of decay after 
death, spirochetes have been often found in profusion. He himself 
possesses slides which show these, prepared from tissues which were 
not obtained absolutely fresh. Hence, he says, the first condition 
of demonstrating spirocheta pallida in sections is that the tissues 
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should be absolutely fresh, and not in any way ulcerated or diseased. 
In this connection he quotes Neisser’s work, who, in the absolutely 
fresh tissues of the internal organs of an ape infected with syphilis, 
was unable to demonstrate the presence of spirochetes. Secondly, 
he says that the interpretation of the appearances must be most 
cautious; all authorities admit that it is extremely easy to mistake 
fibrin fragments and other débris for spirochetes. Saling even 
appears to think it possible that the movements observed by Schaudinn 
in the living spirocheta pallida were not really movements of a living 
creature, but movements imparted to fragments of tissue by currents; 
but admitting that this was not so, he recurs to the undoubted fact 
that there is no criterion whereby the living spirocheta pallida can 
with certainty be distinguished from its congeners. So far, it will 
be seen, he admits the possibility of the existence of a spirocheta 
pallida, but denies that it can be differentiated from other similar 
organisms, and points out certain facts which throw considerable 
doubt upon its specificity. 

These facts were partially recognized by the supporters of the 
spirocheta pallida theory, and accordingly when Levaditi announced 
that he had demonstrated spirochetes in huge numbers in the liver 
and other internal organs of syphilitic patients, the discovery was 
hailed with satisfaction. 

Saling has come to the conclusion that Levaditi’s method is wholly 
untrustworthy, and that all the work done by his method is worthless. 

Levaditi says of his method: “ C’est la méthode recommandée par 
Ramon y Cajal pour la coloration des fibrilles nervenses, qui nous a 
servi avec succés & teindre les spirochétes dans les coupes histologiques, 
méthode que nous avons legerement modifiée.” 

The first and most damaging criticism of Saling’s is that Levaditi 
has used a method which is admittedly one designed for the demon- 
stration of nerve-fibrils, and has demonstrated, not nerve-fibrils, but 
spirochetes; if they are really spirochetes where are the nerve-fibrils ? 
He then goes on to show that Levaditi’s modification of the method 
introduces a stage in which alcohol, 96 per cent., is used, and that 
this is sufficient to account for the curling up of the nerve-fibrils, 
which, then cut in section, come to resemble spirochetes. Nor is it 
any use to say that spirochetes are short objects, whereas nerve-fibril 
bundles are long, for Bertarelli and Volpino, using this method, have 
described a spirocheta pallida with eighty spirals. 

Next he records his own experiments. He took tissues from 
healthy men, from animals of all sorts, from tissues immediately after 
death, and from tissues which had been allowed to die three or four 
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days before fixation, and in all he demonstrated the structures which 
Levaditi called spirochetes, and which Saling is convinced are nerve- 
fibrils; he showed that these structures were best seen when the 
tissues were slightly macerated, and when they were fixed in strong 
alcohol. Incidentally he observes that the silver method attacks best 
tissues which are slightly softened by maceration; hence the partial 
distribution of the structures demonstrated. Lastly, he shows that 
by shortening or prolonging the staining it is possible to demonstrate 
these structures in the first cases as short spiral bodies, often with 
apparent vacuolation in the protoplasm, or, in the second place, as 
continuous fibrils running for considerable distances in the tissues. 
In this way he has been able to demonstrate the “ spirocheta” 
or the nerve-fibril in skin lesions, in internal organs and in the walls 
of the vessels. 

The paper is illustrated with some excellent photo-micrographs, 
which carry conviction as to the truth of Saling’s contentions. In 
this short abstract several minor points have been omitted, which 
serve to strengthen Saling’s case, and the original paper should be 
consulted by all who are interested in the subject. 


Hvueu THURSFIELD. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 
Meeting held on November 7th, 1906, Dr. Daxin, President, in the Chair. 
A short communication was read by Mr. ALBan Doran, on 


MYOMECTOMY DURING PREGNANCY, AND LABOUR AT TERM IN AN ELDERLY 
PRIMIPARA, WITH NOTES ON SIMILAR CASES. 


A woman, et. 35, underwent myomectomy, a sessile subserous fibroid 
occupying the left fornix being removed. The operation was performed in 
the fourth month of the patient’s first pregnancy. The patient was 
delivered at term of a living child which was reared. The labour was 
rather long, owing to conditions not associated with the operation. Re- 
ference was made to some other cases of labour in elderly primipare after 
myomectomy reported in 1906. The operation did not appear to prejudice 
unfavourably the subsequent course of the pregnancy, nor to increase the 
perils of labour ; in short, elderly primiparee bore it as well as do younger 
subjects. 

The PresipEnt asked Mr. Doran what the indications for operation had 
been in the case just described. 

Dr. Lewsrs referred to a case in which he had performed myomectomy 
at the fifth month of pregnancy for a sub-peritoneal fibroid, the size of a 
Tangerine orange. The pregnancy was not interrupted, and the patient 
was delivered normally at full term. He had operated under the impression 
that the tumour was an ovarian dermoid. 

Mr. Doray, in his reply, observed that he had stated in his communica- 
tion the reason why he had decided to operate. The diagnosis was, as in 
Dr. Lewers’s case, not quite certain. He did not approve of the removal 
during pregnancy of fibroids of the fundus, or of any part of the uterus 
above the pelvic brim, save under exceptional circumstances. 

Dr. Rivers PoLiock read a paper on 


EXTERNAL VERSION, ITS PRESENT POSITION IN OBSTETRICS, WITH A SUGGESTION 
or A New METHOD or PERFORMING IT. 


The author reviewed the present position of the operation (external 
version) in England, America, and on the Continent. He dealt with the 
question as to the proper time for performing it, and he considered in 
detail the difficulties to be overcome in order to make the operation more 
generally useful. He described fundal external version—the way to per- 
form it, and its advantages and disadvantages as compared with bipolar 
and internal version. The essential point, according to Dr. Pollock, in 
performing the operation was to suspend the patient by the feet approxim- 
ately or actually in the vertical position. This led to the disengagement of 
the breech from the pelvic brim. The breech could be prevented from 
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descending again by pressure of the hand. The patient could then be 
placed on her back and the remainder of the operation completed in the 
usual way. 

Dr. Cuampneys said that all would be glad to have new methods of dis- 
lodging the foetus from the pelvis in the performance of external version. 
The method adopted with success by Dr. Pollock seemed to him to require 
some explanation and also testing against other methods. As regards the 
first, it struck him that the position of the legs of the patient was not 
essential, it was the position of the trunk, and especially of the pelvis that 
mattered. In the erect position the brim of the pelvis was inclined to the 
horizon at an angle of some 60 degrees. In the inverted position it would 
be still inclined at that angle to the horizon. In the genupectoral position 
however if properly arranged, the brim of the pelvis pointed vertically 
downwards. He wanted to know, under these circumstances, why the in- 
verted position (suspension by the legs) was superior to the genupectoral 
position. In the second place he would like to know whether it was, as a 
fact, superior to that position. 

Dr. Herman asked Dr. Pollock in how many of his cases the Trendelen- 
burg position alone had not been enough, and he had had to have the 
patients raised by the heels. It appeared to him that in the Trendelenburg 
position the long axis of the uterus was horizontal ; and therefore he should 
not have expected it to accomplish what Dr. Pollock wished to bring 
about. 

Dr. Herspert SPENCER said the subject of external cephalic version of 
breech cases had interested him for many years. He had published a paper 
on the subject five years ago in The British Medical Journal, in which he 
recommended the operation towards the end of pregnancy, and especially 
at 74 months. The operation at that period was usually easy, and could be 
performed sometimes in a few seconds with the patient in the dorsal 
position. After this date, especially in primipare, the operation became 
increasingly difficult, and was usually impossible at term or during labour. 
The raising of the pelvis certainly seemed, from the remarkable series of 
cases in the table, to facilitate the operation of external version, but Dr. 
Spencer noted that none of the patients were at term, and he asked the 
author whether he believed the same results were obtainable at term, or in 
labour, as it was then that the real difficulty occurred. Dr. Spencer did 
not think that the author’s method could be said to be altogether new. 
Elevation of the pelvis and legs, and cephalic version during labour were 
recommended by Hippocrates, and in the sixteenth century shaking or 
rolling movements to turn the child while the patient was in this position 
were recommended by various authorities. 

Dr. W1Lu1AMson said he had employed the method in a modified form. 
A few weeks ago he saw a primipara near term where the breech. was 
presenting. He attempted the operation of external version with the 
patient in the dorsal decubitus ; the attempt failed because the presenting 
part could not be dislodged from the pelvis. He then placed the patient 
in the Trendelenburg position over the back of a chair. In this position 
version was performed easily. Labour ensued a fortnight later, and the 
child presented by the vertex. 

Dr. Nepzan Loneriper said he had performed external version in 
numerous breech cases in primigravide, and had employed the Trendelen- 
burg position on three occasions. In cases where the liquor amnii had 
drained away, he asked if the position advocated by Dr. Pollock would not 
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allow of artificial liquor amnii being poured into the uterus and so facili- 
tate the version. 

Dr. Pouuock, in reply, said that he had tried the genu-pectoral 
position in one of the cases, the last of the series, as had been suggested to 
him by Dr. Champneys, but the lower pole of the child did not, in that 
attitude, move out of the pelvis. Moreover, it was most difficult in that 
position to get at the child to push it towards the fundus. Dr. Pollock was 
interested to hear how old was the method of shifting the mother’s attitude 
in the hope of changing the position of the child. In the 15 cases he had 
reported there was no tendency for the child to revert to a breech presenta- 
tion. 


The following specimens were shown :— 


Dr. C. Husert Rosperts: Cornual Pregnancy at Full Time, removed by 
Abdominal Section ; Specimen of Cancer of the Uterus. 

Dr. Russett ANpREws: Necrobiotic Fibroid removed after Cesarean 
Section at Full Term. 


A Meeting was held on December 5th, Dr. W. R. Daxin, President, being 
in the Chair. 


Dr. Victor Bonney read a paper on 


Tue TREATMENT OF OVARIAN PROLAPSE BY SHORTENING THE OVARIAN 
LigAMENT, 


of which the following is an abstract. 

The surgical treatment of ovarian prolapse has received comparatively 
little attention. 

The operation advocated and for some time past adopted by the 
author, consists in pleating the ovarian ligament by means of a “gathering” 
stitch, which, beginning on the posterior aspect of the uterus just within 
the point of origin of the ligament, terminates at its attachment to the 
ovary. The ligament by this means is not only shortened but thickened, 
and the ovary is brought up under the uterine cornu. 


Cases of ovarian prolapse may be divided clinically into three distinct 
groups :— 


(2) Primary uncomplicated ovarian prolapse. 

(6 Ovarian prolapse secondary to or co-incident with retroversion of 
the uterus. 

(c) Ovarian prolapse caused by or complicated with disease of the ovary 
or tube with or without fixed retroversion of the uterus. 


The application of the operation to these three groups of cases is as 
follows :— 

Group A. The operation is indicated in cases of primary ovarian pro- 
lapse associated with dyspareunia and chronic ovarian pain. 

Group B. In such of the cases, included in this group, as are not 
curable by pessaries, the author’s operation is indicated, together with 
ventro-fixation or suspension of the uterus. 

The author calls attention to the fact that ventro-fixation of the uterus 
alone often causes the symptoms of ovarian prolapse to be accentuated, 
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because the operation lifts the prolapsed ovaries off the pelvic floor, and 
causes an increased tension on their already weakened suspensory ap- 
paratus. Ventro-fixation lifts the ovaries from out the ovarian fosse, and 
leaves them unnaturally exposed to the force of gravity. 

For this reason it is advisable to shorten and strengthen the ovarian 
ligament as a routine practice when performing ventro-fixation or similar 
operations. 

Group C. In operations for diseased uterine appendages salpingec- 
tomy alone should be the operator’s aim. Conserved ovaries, unless fixed 
in a position far removed from the diseased peritoneal bed in which they 
were lying, continue to give symptoms, and are liable to cystic degenera- 
tion. The uterus is liable to become retroverted after operations for in- 
flammatory tubal disease. Hence the procedure advocated is removal of 
the diseased tubes, ventro-fixation of the uterus, and shortening the ovarian 
ligaments after the method already described. 

The following advantages are claimed :— 

1. The removal of the focus of the disease. 

2. The conservation of the ovaries in a place far removed from the 
diseased pelvic peritoneum. 

3. The avoidance of post-operative ovarian prolapse. 

4. The avoidance of post-operative retroversion of the uterus. 

Mrs. Boyp agreed with Dr. Bonney in advocating suspension of the 
ovary in some cases. She had drawn attention to the desirability of it in 
a paper on theconservative surgery of the tubes and ovaries, read before the 
British Medical Association at Ipswich in 1900. She had employed prac- 
tically the same procedure as Dr. Bonney. She did not, however, think it 
was necessary as a matter of routine it should accompany ventro-fixation, 
as in most cases the ovaries were restored with the uterus to a normal 
position by ventro-fixation, just as in some other cases by a pessary. She 
fully agreed with Dr. Bonney that the surgery of the ovary should be as 
conservative as possible, but she differed from his opinion that the re- 
currence of cystic disease in the ovary, which she had unfortunately seen 
several times after resection of diseased ovaries, was due to re-adhesion of 
the ovary to the bed out of which it had been detached. She thought the 
recurrence of cystic disease was due rather to pathological processes per- 
sisting in the ovary itself, which would not be prevented by suspending it 
elsewhere away from the part to which it was primarily adherent. 

Dr. Herman quoted the abstract of Dr. Bonney’s paper to the effect that 
“the surgical treatment of ovarian prolapse has received little attention.” 
He (Dr. Herman) thought that it had received all the attention it deserved. 
He knew of no evidence that change in the position of a healthy ovary made 
it tender. Tenderness of the ovaries was generally a local manifestation of 
neurasthenia. He had watched patients with tender ovaries taken into 
hospital, there given the benefits of food, rest, and sleep, who had left the 
hospital with the ovaries in the same position as when they were admitted 
but no longer tender. He had treated patients with tender ovaries: had 
lost sight of them for many months or years, and then seen them again 
and found the ovaries in the old position, but no longer tender. 

Dr. BLackeEr thought that these cases were of importance since the con- 
dition was often a source of great distress to the patients. At the same 
time he quite agreed with Dr. Herman that operative treatment was seldom 
called for. One of the surest means of curing such cases was the occurrence 
of pregnancy. In these conditions the ovary, placed at rest as it was for a 
period of nine months, and elevated out of the pelvis, tended to become 
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less painful, and if proper care was taken to ensure normal involution of 
the uterus and its ligaments, the displacement often did not recur after 
delivery. The fact that many of these patients were neurasthenics was a 
factor to be borne in mind in counselling any operative treatment. The 
improvement of the general health was of far greater importance. Indeed, 
sending the patient away from home, the regulation of the marital rela- 
tions, and a few words of advice to the husband were often of the greatest 
possible benefit. He could not understand how any abnormality in the 
position of the ovary could play any very great part in the production of 
cystic degeneration of these organs. Nor did he understand how the 
action of gravity could have any great effect. He was under the impression 
that the intra-abdominal pressure acted equally in all directions, and 
gravity could hardly have any influence on the ovary, apart from the 
other viscera inside the peritoneal cavity. 

Dr. Briaes believed that operation for uncomplicated ovarian prolapse 
was very rarely necessary. Some of the uncertainty in the results of 
fixation operations was attributable to the complications of neurosis or 
minor organic disease, the nature and extent of which were occasionally 
unknown to the operator. 

Dr. Epzn said he was quite disposed to think that the operation 
described by Dr. Bonney might prove to be useful in cases of uncomplicated 
ovarian prolapse, which resisted all other methods of treatment, and were 

not associated with well-marked neurasthenia. Such cases did occur, 
although they were rare, and he could not quite agree with Dr. Herman’s 
dictum that prolapsed ovaries gave trouble to none but neurotic women. 
With regard to cases complicated by retroversion of the uterus, or in- 
flammatory disease of the uterine adnexa, he did not think that shortening 
the ovarian ligament would be required as a routine practice in such 
conditions. He quite agreed with Dr. Bonney as to the importance of 
conserving the ovaries, especially in the case of young women; but most 
cases of salpingo-odphoritis were due to infection, and the question which 
the operator had to face was whether by leaving the ovary he would not 
also allow a focus of infection to remain which would give rise to further 
trouble in future. 

Dr. Victor Bonney, in reply, pointed out that his paper dealt solely 
with the surgical treatment of ovarian prolapse and its allied conditions. 
He had taken it as understood when addressing the Obstetrical Society 
that proper care and observation should be exercised to exclude neurasthenic 
cases. Such ordinary precautions were always exercised, he had thought, 
by accredited gynzcological surgeons. He totally disagreed with Dr. 
Herman’s sweeping statement. As Dr. Briggs had pointed out it was often 
impossible to recognize certain forms of ovarian or tubal disease by vaginal 
examination. Many of these prolapsed and painful ovaries were found 
on operation to be associated with degrees of adhesive salpingitis. No one 
had a right to assume omniscience in these cases. Whilst it was true that 
in a certain number of those he had included under group A, the symptoms 
were largely neurotic, there could be no doubt as to their reality. The 
anatomical considerations he had referred to were not to be passed over so 
lightly, and the easy process of labelling all these women as neurasthenics 
was unscientific. He agreed with Dr. Blacker that a further pregnancy 
sometimes cured these patients, but he could not follow him when he said 
that the force of gravity did not act within the abdominal cavity. This 
was a surprising statement. How then was the shifting dulness of ascites, 
and the gravitation of extravasated fluids and heavy tumours into the 
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pelvis to be accounted for? Exception had been taken to the practice of 
shortening the ovarian ligaments when performing ventro-fixation, but 
examination would make apparent the extent to which they were often 
elongated. There could be no doubt that the present surgical treatment 
of the cases included in group C was far from satisfactory. The patients 
returned later on with post-operative retroversion and (if the ovaries had 
been conserved) with fixed ovarian prolapse. It was to remedy these evils 
that he had adopted the procedure described. 

The following specimens were shown :— 

Dr. HanprieLp-Jongs: Solid Fibroma of Ovary undergoing Extreme 
Calcareous Degeneration. 

Dr. H. R. Spencer: Three Fibromatous Uteri removed for Hamorrhage 
after the Menopause. 

Dr. W. A. Potts: Lithopedion. 


BRITISH GYNAZCOLOGICAL SOCIETY. 
A Meeting held on November 8th, 1906, Mr. F. B. Jessurt in the Chair. 


Mr. Furngavux Jorpan showed a specimen of (1) Fibroma of the Ovary, 
and read notes of the case. The patient had been under observation for 
three years, and was fifty-nine years of age. She complained of abdominal 
distension, dyspnoea, and a large umbilical hernia. There were sixteen 
children, and the menopause had occurred nine years previously. She had 
been a heavy drinker for a long time. There was marked ascites, the cir- 
cumference at the umbilicus measuring fifty-one inches. A hard tumour 
was felt in the lower part of the abdomen. The pulse was quick and 
feeble. After a few days’ rest in hospital the tumour was removed through 
an abdominal incision, and the hernia repaired. It proved to be a fibroma 
of the right ovary with a capsule of ovarian stroma. Convalescence was 
uneventful. (2) Soft Myoma of the Uterus removed from a patient aged 
forty-eight complaining of metrorrhagia for fifteen months. For nine 
months she had noticed a lump in the abdomen gradually increasing in 
size. There were twelve children, the youngest being ten years of age. On 
admission she was weak and anemic, but had a good appetite. A large, 
elastic nodular tumour could be felt in the abdomen connected 
with the uterus. This was removed by supravaginal hysterectomy. Severe 
shock followed for a time but at the end of twenty-four hours a distinct 
improvement began and continued. 

Dr. J. Hurcuinson Swanton showed a specimen of Ovarian Cystoma in 
which thyroid tissue was present, removed from a patient aged forty-two, 
who complained of a sudden attack of abdominal pain which seized her 
while in bed three weeks previously. Menstruation appeared ten days 
afterwards,and lasted seven days. The left kidney was movable, for which 
a suitable belt had been worn. An abdominal tumour was found wedged 
in the left side of the pelvis, closely related to the uterus, which was dis- 
placed to the right. On May the eighth of the present year ovariotomy was 
performed, and the tumour removed entire. The tumour was made up of 
several cysts with a solid central mass of tissue presenting a thyroid struc- 
ture. The patient was convalescent on the twentieth day afterwards. 

Mr. Cuar.es Ryauu showed a specimen of Hypertrophied Clitoris and 
Labia removed from a syphilitic patient aged fifty-five, and showed photo- 
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graphs of the growth in natural position. Her family were all healthy. 
The labia on one side were much enlarged, and the clitoris hypertrophied, 
pendulous and club-shaped. The perineum was indurated and contained 
numerous sinuses. There was also a stricture of the rectum. This growth 
was noticed eleven years previously, but lately had increased in size, and 
owing to friction become irritable and sensitive. The growth was re- 
moved, and on examination proved to be a granuloma of syphilitic origin. 
Dr. S. Jervors Aarons then read a paper on the 


MepicaL TREATMENT OF UTERINE HaMoRRHAGE, 


and said he did not advocate this form alone to the exclusion of operative 
treatment, but considered it frequently improved the condition prepara- 
tory to surgical interference. There are numerous conditions which would 
yield readily to medical treatment, but patients are often too hastily ad- 
vised to undergo operative treatment. The treatment must be based upon 
pathological and clinical research in every case. A list of ninety-three 
cases was presented, which were treated medically. Three of these were 
successfully treated by rectal injections of gelatine after all other treatment 
had failed. One case of hemophilia responded to calcium after ergot, 
hydrastin and adrenalin had been tried. Another drug which proved 
satisfactory was the neutral cotarnine phthalate, which after extensive use 
failed in only two cases. The drugs employed were ergot, either as liquid 
extract or ergotine hypodermically to obtain uterine contraction ;. 
hydrastin, ergotin, cannabin tannate and cotarnine hydrochloride used in 
the same class of cases. Calcium was found most satisfactory used either 
as lactate or chloride in doses of thirty grains three times daily and taken 
during the menstrual period. Neutral cotarnine phthalate believed to act 
through the vasomotor system was especially useful in hemorrhage at the 
climacteric as well as in that occurring during pregnancy. Gelatine was 
employed after the beneficial results observed in the treatment of aneurism. 
About nine fl. oz. of sterilized liquefied gelatine were slowly injected 
through an ordinary irrigator into the rectum three times a day. Two. 
days of this treatment were found to be sufficient. 


NORTH OF ENGLAND GYNACOLOGICAL AND OBSTETRICAL 
SOCIETY. 


Meeting at Liverpool on Friday, October 14th, Mr. R. Fave. (Sheffield), 
President, in the Chair. 


OvarIAN FIstTua. 


Dr. A. W. W. Lea (Manchester) opened the abdomen in a case of acute 
pelvic peritonitis, and found a large abscess cavity filling the pelvis. The 
appendages were embedded in exudation. The vermiform appendix was. 
lying in the cavity and was removed. It had not perforated. Abdomino- 
vaginal drainage was carried out. This was in May, 1905. In September 
a fistulous tract opening one inch below the umbilicus continued to dis- 
charge pus. This was freed by a circular incision through the abdominal 
wall, and was followed down until a firm mass was reached, which on being 
enucleated was found to consist of the suppurating right ovary and 
Fallopian tube. The abdomen was closed, vaginal drainage was used, and 
a good recovery followed. 


Journal of Obstetrics and Gynecology 


Frisromyoma UTERI. 


Dr. W. Wa.TErR (Manchester) mentioned the case of a woman aged 27, 
whose only symptoms were constipation and abdominal discomfort, but 
whose uterus, with a fibroma occupying the left broad ligament, weighed 
five pounds after removal.’ The left ureter was flattened so as to resemble 
an adhesion. The right broad ligament and the cervix had to be divided 
in order to give access to the lower part of the left broad ligament, which 
required special treatment in order to avoid the formation of hematomata. 
It was bunched up and kept on the stretch to prevent oozing, while catgut 
sutures were introduced in several places. No drainage was used, and 
recovery was satisfactory. 


Dr. W. Buarr Bex (Liverpool) described a very fat woman aged 41, 
who was suspected to have a 


RuptvurRED Ovarian Cyst, 


the accurate diagnosis of which was prevented by the narrowness of the 
vagina, the fat on the abdominal wall, and the quantity of fluid in the 
abdomen. Exploration revealed a large ruptured ovarian cyst, adherent 
to omentum, bowel and the posterior abdominal wall; the uterus was 
myomatous, and there was a tubo-ovarian cyst on the left side. The organs 
were removed in the order named, and the uterine cavity was found to con- 
tain a polypus. The patient had never complained of bleeding or other 
symptoms until the rupture of the cyst. She made a good recovery. 


DEGENERATING FIBRO-MYOMA. 


Dr. Buarr Bext also mentioned the case of a woman aged 34, from 
whom he had removed a fibro-myoma which was undergoing myxomatous 
degeneration, and which was firmly impacted in the pelvis. 


Ectopic GESTATION. 


Dr. D. Luoyp Rosrrts (Manchester) showed a complete example of 
ruptured tubal gestation, consisting of the three months foetus which had 
escaped through a rent in the wall of a sac composed of the left Fallopian 
} tube and broad ligament. The ovary was flattened out upon the wall of 
the sac. There was no history of severe hemorrhage, which was unusual 
in a case of the kind. 


EpPITHELIOMA OF THE CLITORIS. 


Dr. Luoyp Rosgrts also showed an example of this condition. A woman 
aged 45 had a large fungating mass occupying the right labium majus, and 
a portion of the left. This was first noticed 18 months previously as a 
lump in the position of the clitoris. The growth was removed freely, it 
did not involve the vagina, and no enlarged glands were felt. Microscopic 


sections showed the growth to be an epithelioma arising in squamous 
epithelium. 


CHOREA DURING PREGNANCY. 


Dr. W. F. Suaw read a paper on this subject, which will appear as an 
original article in due course. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


President—R. D. Purgroy, M.D., F.R.C.S.I, 
Sectional Secretary—Henry M.D., F.R.C.P.L. 


A Meeting was held on Friday, November 16th, 1906, Dr. R. D. Pursroy, 
the President, in the Chair. 

Sir Wituram Smyty showed a Fibro-cystic Tumour of the Broad Liga- 
ment, weighing thirteen and a half pounds. He said that such tumours 
must be rare, as this was the first he had met with. 

Sir ArrHuR Macan asked whether the fluid from the tumour coagulated 
on being allowed to escape. The feeling of fluid in the tumour was an 
extraordinary one. 

The PresipEntT recalled a specimen shown to the Academy some years 
ago, on which occasion Sir Arthur Macan remarked that surely there was 
fluid in it. A section was made at once, and there was not a trace of fluid. 
He mentioned the case as showing that sometimes a tumour was met with 
which imparted a misleading sensation to the finger on examination. 

Dr. E. H. Tweepy showed (a) Tubal Pregnancy, (6) Perithelioma of 
Uterus, (c) Fibroids undergoing Sarcomatous Degeneration. 

Dr. Row etre said that perithelioma had not been described until 
within the last few years. It was extremely likely that the tumour had 
been seen previously, but had been unrecognized. He recalled a case of 
tumour of the ovary presenting remarkable resemblances to that before 
them, which had been put before the Academy the previous year by Dr. 
Tweedy. The fibroid tumour was interesting on account of recent discus- 
sion as to whether such change really took place. From the naked-eye 
appearance one would not judge it to be sarcoma, but in the broad ligament 
there was a mass of softened tissue which looked extremely malignant. A 
section from the upper part of the tumour showed not fibrous tissue at all, 
but a mass of sarcoma cells. A section from the lower part of the uterus 
showed simply a degenerating mass of fibrous tissue. The case was, he 
thought, correctly described. 

Dr. Kipp asked if there was any method of knowing, before a section 
was made, whether the tumour was of a malignant nature or not; other- 
wise, except in extreme cases, the operator would run a great risk of 
infecting his patient. 

Sir W. Smyty thought that the splitting of such tumours was not free 
from risk. Within the last three years he had lost a patient through pus 
infection from an abscess which had been burst during operation. 

The Presipent said that the bisecting of the uterus in some cases 
allowed them to secure the uterine vessels and avoid injuring the ureters. 
He recalled a case of removal for fibroid of the uterus. There was nothing 
in the aspect of the uterus to suggest that it was the seat of malignant 
disease. The patient made a good recovery from the operation, but when 
the uterus was examined afterwards it presented two large foci of malig- 
nant disease. He felt that if he had bisected the uterus he would have 
realized the state of affairs, but he would have run the risk of infecting the 
patient. 

Dr. Tweepy replied. 

The Presipent then read his 
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IntTRODUCTORY ADDRESS, 


in which he referred to the work of the preceding Session, noticing the 
various communications read by the members, including papers read by 
Dr. Delaharpe, of Bonn; Dr. Sheill, of the Coombe Hospital; Dr. Holmes, 
of the Rotunda; Dr. Ashe, of the Adelaide; and Sir A. Macan, and the 
Reports of the Rotunda Hospital—in one of which is recorded a case of 
spontaneous inversion of the uterus occurring in the hospital, while the 
patient was under observation. The theories recently adduced as to the 
causes of eclampsia were mentioned, and the value of the old treatment 
by bleeding, followed by saline transfusion, was emphasized. The views 
recently put forward by Halban as to the secretion furnished by the ovaries 
and placenta, and its influence on the genital organs of both mother and 
child, were noticed ; also the supposed influence of lutein tissue in causing 
the development of hydatidiform moles, malignant or otherwise. Refer- 
ence was made to three cases of accidental hemorrhage, recently reported, all 
of which ended fatally, and in all of which autopsy showed that incomplete, 
external rupture of the uterus had taken place. Dr. Savage’s recent paper 
on “ Ovarian Hematomata ” received very favourable notice, and attention 
was directed to the renewed interest in, and good results obtained by, serum 
injections in puerperal sepsis. 


REPEATED TwIN ABORTIONS AND VENTRO-SUSPENSION. 


Dr. SpeNcER SHEILL then read a paper on repeated abortion and ventro- 
suspension. 

A woman, aged about thirty years, married four years, had had four 
abortions, all at about the tenth week, the first one being twins. There was 
a family history of twins—she has twin sisters. On the 3rd of May, 1905, 
he curetted the patient for an incomplete abortion, when she came under 
his care for the first time, and at that time he made the diagnosis of acute 
retroflexion with a fibroid, and recommended operation as she was very 
desirous of having a living child. She agreed, and, on the 23rd of the 
following June, he removed a pedunculated fibroid about the size of a 
hen’s egg, which was attached to the fundus; and did a ventral suspension. 
The patient menstruated normally on July 19th and August 21st, her 
husband being away in the country. He returned—and cohabited with 
her for the first time since the operation—on September Ist, 1905, with 
the result that Dr. Sheill delivered the patient of a child, which showed 
every evidence of being full term, on the 16th of June, 1906, so that the 
conception must have taken place in or about September 16th, 1905—~.e., 
sixteen days after the husband’s return. But on the 21st of October, 1905, 
exactly two calendar months after the last menses, the patient had a uterine 
hemorrhage, and with it came away an ovum of about six weeks’ develop- 
ment. The hemorrhage was not very profuse and soon ceased. There 
was no pain, so active interference was withheld. The patient was taking 
potassium chlorate at this time. No further menses occurred, and, on 
examination early in January, 1906, Dr. Sheill diagnosed a “ uterus large 
enough for four and a half or five months’ pregnancy, which might be a 
mole or twin of the ovum aborted last October.” With regard to the success 
of the operation itself, it is interesting to note that the ventro-suspension 
caused no pain, unusual vomiting or frequency of micturition during 
gestation ; and that there was no dragging on or alteration in shape of the 
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uterus other than a slight dimple at the fundus. The labour was un- 
eventful, and the ventral scar showed no signs of weakness. A vaginal 
examination a month later showed the uterus to be normally involuted and 
in perfect position. An enlargement of the thyroid gland has been de- 
scribed in infants born of mothers who have been taking potassium chlorate 
during pregnancy with a view to prevent abortion. There was no such 
enlargement in the infant’s thyroid in this case. 

Sir W. Smyzy said he believed the displacement was a cause of com- 
plications. He approved of suspension, but many cases of retroversion— 
especially those which occurred after delivery—got well if treated with a 
pessary. He had no doubt that the living child was the result of Dr. Sheill’s 
treatment. 

Professor A. Smit said he thought the displacement was due to the 
tumour dragging on the wall of the uterus. Dr. Sheill had acted wisely in 
removing the tumour and preserving the uterus. Of course, one could not 
say whether it was absolutely necessary to have suspended the uterus. He 
had removed fibroids from the back of the uterus, and it had righted itself 
after a time. Cases were well-known in which one of the causes of the 
displacement of the uterus was the weight of a fibroid tumour dragging on 
it, and he knew of a series of cases of suspension of the uterus where preg- 
nancy did not recur. He was a believer in suspension, but it was difficult 
to decide which method to follow. 

Dr. JELuETt said that for the last couple of years he had been doing a 
considerable number of radical cures of backward displacement of the 
uterus, and of them five patients had been confined in hospital after opera- 
tion. In no case was there any trouble. He was inclined to the belief that, 
after a simple ventro-suspension, if the patient became pregnant, a return 
of the displacement was likely to occur. He had found no difficulty in 
Alexander’s operation, and in no case had the immediate results been other- 
wise than excellent. He was therefore in favour of the Alexander opera- 
tion in simple uncomplicated cases of retroversion of the uterus. There 
were, however, a number of cases in which it was entirely inapplicable, 
among which Dr. Sheill’s case was, he thought, included. 

Sir A. Macan said the paper opened up the whole question as to whether 
every case of retroflexion was to be operated on. They should try to settle 
the indications, and until this was done he preferred treatment with the 
pessary. He considered the Alexander operation more reasonable than 
fixation against the abdominal walls. When the cornu of the uterus had 
been fixed almost into the internal abdominal ring, if the woman became 
pregnant, parts which were almost touching became stretched five inches, 
and he confessed that it appeared very strange to him that they should go 
back again after such stretching. The whole question was not near solu- 
tion, and he was anxiously looking to some experience that would help him 
to make up his mind as to what cases he should operate on, and the best 
method. 

Dr. Asuz said it was impossible to say if Alexander’s operation would 
be a success until one had ascertained by inspection the condition of the 
round ligaments. 

Dr. FirzGrsson said that vaginal shortening of the round ligaments 
was not often mentioned, although it was easy to perform. He had seen 
a case two months afterwards, and the uterus was perfectly in place. By 
such a method an abdominal scar was avoided ; but, if there had been pelvic 
inflammation, there would probably be adhesions between the uterus and 
the pelvic walls, in which case it would be necessary to open the abdomen. 
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Dr. Hastincs Tweepy thought Sir Arthur Macan had taken a rather 
gloomy view of the many disastrous possibilities of ventro-suspension. It 
never occurred to him (Dr. Tweedy) to look forward with the least anxiety 
to pregnancy or labour following this operation. If a sufficient number of 
stitches was not placed in the uterus, a relapse would follow delivery. 

He thought therefore the suspension should be made by two separate 
sutures. One could never say that occlusion of the tubes was not present 
until the abdomen was opened, and for this reason he considered 
Alexander’s operation much inferior to the ventral suspension. 

Dr. Horne thought that if there were adhesions they were bound to 
interfere with them; but, if not, he was inclined to replace the uterus and 
insert a pessary, even if the woman became pregnant. 

The PresipENT said that no single method could be considered free from 
the possibility of giving rise to complications. He remembered the case of 
a woman who had been operated on by Mr. Alexander himself, and who had 
aborted three times in the two succeeding years. It was obvious that the 
round ligaments might stretch and allow the recurrence of the displace- 
ment. The peritoneal adhesions which were formed in ventro-suspension 
might also stretch and give rise to various risks. 

Dr. Suxiu then replied. 

The following card specimens were shown :— 

Dr. E. H. Tweepy: (a) Adeno-carcinoma of Vulva; (b) Epithelioma of 
Vulva; (c) Adenoma of Uterus; (d) Epithelioma of Cerviz; (e) Myomatous 
Uteri, 8; (f) Pyosalpinz and Salpingitis, 6; (g) Ectopic Pregnancies, 2; 
(A) Ovarian Cysts, 10. 
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Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


PATHOLOGIE UND THERAPIE DER FRAUENKRANKHEITEN: in vierter Auflage 
umgearbeitet von A. Martin, Professor und Direktor und Ph. 
Jung, Professor und Oberarzt der Universitats-Frauenklinik in 
Greifswald. Mit 185 Abbildungen. Berlin und Wien: Urban 

und Schwarzenberg, 1907. 


The opinions of a distinguished authority are most conveniently 
studied when submitted to the reader collectively in a single volume 
prepared under his direct superintendence. On that account we are glad 
to learn that Professor Martin has not allowed his text-book to become 
extinct. We long feared that its author had suffered it to expire. The 
first edition of the Pathologie und Therapie der Frauenkrankheiten 
appeared in 1884, the second in 1887, and the third six years later. 
Thirteen years, however, were suffered to pass by before the appearance 
of the fourth issue, which is now presented for our criticism. Since 1893, 
when the third edition was submitted to the public, great advances have 
been made in that department of medicine to which this volume is 
devoted. The medical public will be interested when they read in these 
pages Martin’s opinions about these great advances. They will find out 
what new theories ought, in the author’s opinion, to be accepted and what 
new operative methods are, according to him, good surgery as well as 
good operating. Before we review his opinions we may observe that the 
pictorial part of the work has been greatly improved. The drawings 
demonstrating plastic operations and myomectomy are well executed, 
whilst the coloured illustrations of a uterus with perimetritic changes 
rivals, if indeed it does not excel, the best specimens of the Johns Hopkins 
University school of art. 


Already in 1895, Martin taught that the uterine sound was not so 
satisfactory as an aid to diagnosis and to the rectification of backward 
displacements as had hitherto been supposed. In this edition we find 
that he has not entirely discarded the sound, although he rightly warns 
the student against the danger of introducing gonorrhceal and other 
forms of infection into the peritoneal cavity. 


In the third edition, Professor Martin made some mention of bacteri- 
ology in a few short paragraphs at the end of his chapter on diagnostic 
appliances. In the present issue four pages on bacteriological research 
follow his teachings about the use of the curette. The author contents 
himself with a brief and clear sketch of the subject, but wisely reminds 
the reader that the detection and culture of microbes are very difficult 
to carry out satisfactorily in practice. Therefore, in any serious case, 
as when gonococcal infection is suspected, the opinion of an expert should 
be obtained. 
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In the chapter on Menstruation and its Disorders the author repro- 
duces without any modifications the opinions, expressed in his earlier 
editions, that membranous dysmenorrhea is a variety of endometritis, 
and that the non-gravid uterus naturally expels retained secretions by 
contractions which must be painful when they meet with distinct re- 
sistance. Matthews Duncan and Playfair’s objections to the latter theory 
are, in his opinion, invalid. 


The physiology of menstruation is discussed in the introductory part 
of the book where we find some really instructive original photo- 
micrographs representing ovulation and the uterine mucosa during 
menstruation, in place of the venerable semi-diagrammatic woodcuts 
from Schroeder’s work. 


The teaching of a living authority about the treatment of uterine 
fibroids is of especial interest in these days. It is therefore worth noting 
that the first sentence in his paragraphs on that subject reads: “Myomata 
which give rise to no annoyance require no treatment.” The author adds 
that he never advises therapeutical or surgical interference under such 
circumstances and assures the patient that if the menopause be normal 
there will probably be no chance of future necessity for interference. On 
the other hand, whenever the patient’s health is clearly impaired, he at 
once investigates her case so as to make sure what treatment ought to be 
pursued. We find that Martin believes far less in ergot than he once 
did (according to his teachings in the 1893 edition); as for electrolytic 
treatment, “it has lost credit,” and is dismissed in five lines. Sic 
transit gloria . . . of Apostoli! Styptics and even hydrastis are treated 
a little more tenderly, but Martin more than implies that when there 
are distinct symptoms impairing the patient’s health or comfort, physic 
and therapeutical measures do no good and may even be harmful, whilst 
operations are, in these days of aseptic surgery, so safe that: 
removal of the fibroid or of the uterus bearing it is usually advisable. 
The author is clearly not enthusiastic about abdominal panhysterectomy, 
and says nothing concerning certain methods practised by those who 
may be styled smart operators rather than good surgeons; here British 
authorities will entirely agree with him. They may question, however, 
his prudence in giving such prominence to myomectomy. It is an 
ideal conservative operation we admit, and its results in the hands of 
our author or of any fairly experienced gynecologist are most en- 
couraging, but for the practitioner who is a good surgeon, yet inex- 
perienced in operations on the uterus, supravaginal hysterectomy is 
easier and safer. The bleeding in myomectomy is often alarming, and it 
is only the expert who can feel fairly sure when he has checked it, making 
allowance for oozing from the tracks of the suture-needles, etc. The 
three original drawings are admirable and at least highly instructive to 
those who have already some experience in the operative treatment of 
fibroids. 


In the pages of this handbook which treat of uterine cancer, we find 
an instructive summary of current practice, experience, and opinion in 
regard to operative treatment. We need not dwell upon a subject so 
familiar to our readers. Professor Martin discusses with impartiality 
both the vaginal and the modern very thorough abdominal operation. 
He feels sure, as we all must do, that further improvements in technical 
details, only to be acquired by experience, will reduce the operative 
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mortality to an even lower figure than has already been attained, and 
that earlier recognition of malignant disease, only to be gained by 
patient pathological and clinical study, will further improve the after 
histories, and allow of a more perfect judgement of the advantages of the 
two operations than is now possible. 


Professor Martin discusses at considerable length the relative merits 
of Alexander’s operation, abdominal fixation, and vaginal fixation for the 
relief of backward displacements of the uterus. He admits that for many 
reasons statistical tables are perfectly untrustworthy, but he insists that 
vaginal fixation alone ensures, when successful, the permanent relief of 
the patient from her sufferings, the true aim of these operations. He 
points out that it does not involve the risk of incisional hernia; nor is 
chronic postoperative peritonitis so frequent as when the peritoneal 
cavity is opened through the abdominal parietes. He admits that he has 
given abdominal hysteropexy a fair trial, and that his results were not 
brilliant. The author also takes care to note that high fixation of the 
body of the uterus may seriously prejudice future labours. This objection 
is quite valid, but other authorities have pointed out that it is not 
necessary to draw the uterus up high. Professor Martin refers to many 
writers, yet has overlooked Sir William Sinclair’s able defence of ventri- 
fixation, published over two years ago.* That British authority is in 
agreement with Martin as to the disadvantages of fixing the fundus in an 
unnatural position high above the pubes. Suspension “causes dragging 
upwards of the uterus instead of supporting it, prevents it from firmly 
contracting, and makes it into an atonic bag, with resulting menstrual 
anomalies and troubles.” Sinclair’s method effects the fixation (not 
suspension) of the uterus as low down as possible, and its advocate claims 
the best results, whilst as to vaginal fixation he declares that “Schucking’s 
operation and similar timid and dangerous proceedings I have never 
tried and never will.” Thus these two authorities are quite at variance, 
but although the British writer brings forward very sensible arguments 
and evidence more than plausible, Professor Martin’s reasoning and ex- 
perience deserve the most careful consideration. Lastly, there are many 
competent teachers and writers who feel doubtful about the merits of all 
three operations, and suspect that they may at a future period be dis- 
carded for methods which do not demand long experience and more than 
average skill or involve wounds laying open the peritoneal cavity. We 
trust that the student will bear in mind Martin’s warning that it is only 
in exceptional cases that an operation is called for, and that the pessary 
is often a failure because the doctor does not understand how to choose 
and apply it. 


The chapter on Diseases of the Fallopian Tube, a subject somewhat 
difficult to teach, has been thoroughly revised. The old-fashioned draw- 
ings in the 1893 edition have been replaced by some fine illustrations 
prepared specially for this issue of the text-book. Hence they even excel 
those which adorned the author’s Krankheiten der Eileiter, published in 
1895. We may specially commend Figs. 153, 154, life-sized drawings 
of a pyosalpinx connected with an ovarian abscess, entire and in section. 
The relations of the diseased tube to a diseased or normal ovary are not 
always easy to define, yet the question may be of importance when the 


*“On Ventrifixation of the Uterus,” Brit. Med. Journ., 1904, vol. i., p. 713. 
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appendages are removed at an operation. It is not always certain how 
much ovarian tissue has been taken away, so that the after consequences 
of the operation cannot safely be determined. On that account the 
beginner should acquire a clear idea of the naked-eye appearances of the 
parts—the microscope will be of little service to him—and Professor 
Martin’s illustrations demonstrate those appearances very clearly. Fig. 
155, an original drawing of a primary cancer of the tube, is artistically 
excellent, but it would have been better had the author selected a drawing 
of a specimen uncomplicated by an ovarian cyst much larger than the 
cancerous tube. 


When operative interference is necessary for diseased tubes, Martin 
greatly prefers incision through the vagina to abdominal section, pro- 
vided there be no evident reason why the lower incision should be un- 
suited to the surgeon’s aims. He has entirely given up the old operation 
where the appendages were removed for pyosalpinx through an abdominal 
incision. When fever and excess of leucocytes indicate that the contents 
of the tube are probably infected, a free incision through the vagina, 
followed by washing out and packing of the cavity will probably cure the 
patient. The old idea that the vaginal incision will not heal under the 
circumstances is, we are informed, contradicted by Martin’s experience. 
The author totally condemns the opposite course, removal of the uterus 
with both appendages in cases of pyosalpinx probably unilateral; the 
sacrifice of the opposite tube and ovary unless hopelessly diseased is 
quite unjustifiable. Where the tubal disease is not severe Martin keeps 
the patient at rest till the clinical symptoms indicate that there is little 
risk of setting free virulent septic fluid. Then he operates through an 
anterior vaginal incision, as made for fixation of the uterus, and sets 
free the appendages after drawing the body of the uterus forwards and 
downwards through the incision. The tubes and ovaries being inspected, 
Martin acts as conservatively at possible. He even strongly advocates 
salpingostomy, the making of a new tubal ostium, in preference to 
amputation of a dilated tube the contents of which are not septic, and 
when the tissues of the tube are diseased close up to the uterus, he 
excises it at the cornu, objecting to the removal of the uterus as well. 
Should the opposite tube be diseased whilst the corresponding ovary is 
sound, the former alone should be amputated. He is even more conser- 
vative in his surgery of old inflamed ovaries. In the treatment of chronic 
odphoritis, he can claim the most encouraging and permanent results 
wherever he has practised resection, the effects of more radical operations 
being far less satisfactory. Very frequently is it found that one part 
of the ovary is much less diseased than the remainder. He excises a 
wedge-shaped piece of the ovary including the diseased area, and closes 
the gap with catgut ligatures, which ought not to be drawn too tightly 
lest they should cut through the friable ovarian tissue. 


We have deemed it advisable to explain at some length Professor 
Martin’s current views on so grave a question as the surgery of inflam- 
matory diseases of the uterine appendages. It is satisfactory to see how 
that authority is opposed both to clever operative feats where the uterus 
and appendages are frivolously whipped out in no time through a vaginal 
incision, and also to the clumsy and perilous older method where sup- 
purating tubes and ovaries were ligatured and cut away, the operator 
leaving in the peritoneal cavity the uterus adorned with two stumps of 
pedicles bearing ligatures passing through septic tissues. It is hard to 
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say which of these two opposite types of bad surgery is the more to be 
condemned. Unfortunately the better procedures, rightly advocated by 
Martin, are difficult and dangerous. He is right to teach them to his 
pupils as the proper course, but it is more questionable if the pupils 
should be taught to do them themselves until long experience of easier 
abdominal and pelvic surgery has carried them far beyond their days of 
pupilage. 

The reader will not fail to seek the author’s views on tubal pregnancy. 
This morbid condition is closely linked with the question of heematocele. 
Martin admits that retro-uterine heematocele has been found in associa- 
tion with certain general diseases which give rise to internal hemo- 
rrhages, with rupture of ovarian follicles, and with bleeding after 
operations. He also remains of opinion that the possibility of regurgita- 
tion of blood from the tube must not be excluded. Still, like most living 
teachers, he finds that in a very large majority of cases the source of a 
retro-uterine hsematocele is tubal pregnancy. However, his present views 
on heematocele are familiar to British readers, as they were made public 
early this year in his Arankheiten des Beckenbindegewebes und des 
Beckenbauchfells, and as authorities beyond the frontiers of the German 
Empire are almost unanimously in agreement with him, we need not 
dwell at great length on that question. 


Martin admits that he frequently examines women from the district 
around his university who are going about doing their domestic duties, 
although there are most characteristic heematoceles of a few months’ dura- 
tion to be detected behind the uterus. Not only does he thus allow that 
this spontaneous recovery from an interrupted early tubal gestation may 
occur in cases of tubal abortion or internal rupture of the tubal sac, but 
he points out that recovery may also follow external rupture of the sac; 
indeed, this is proved by the occasional detection of the foetus half 
extracted or entirely expelled from its sac which still contains the 
placenta and membranes. In England, Taylor of Birmingham, as we 
know, lays great stress on these cases of not fatal rupture of the tube, 
as explaining abdominal pregnancy, which is nearly always, strictly 
speaking, tubo-abdominal pregnancy. Yet Martin, although he takes 
care to impress on the reader the frequency of spontaneous recovery after 
these tubal hemorrhages, speaks at the same time strongly in favour of 
operative interference. He urges that the tubal sac should be removed 
if discovered before it has ruptured, and bearing in mind the high prob- 
ability of danger to life or troublesome complications, most of us in this 
country will agree with him, especially as the removal of the sac in the 
earlier months is seldom a difficult operation. He also advises imme- 
diate operation when acute internal hemorrhage is evident, as in any 
other case of bleeding; and where hzmatocele is detected the clot should 
be removed through an incision in the posterior fornix whenever it is 
not undergoing rapid absorption and is clearly the cause of constitu- 
tional disturbance. Thus the opposite opinions of Veit, Champneys and 
Cuthbert Lockyer are not favoured by Martin any more than they are by 
many British writers; still there are arguments in favour of intelligent 
expectant treatment. Martin, in leaded type, expresses his conviction 
that the implantation of the ovum in the tube is to be traced in the 
great majority of cases to previous inflammatory changes hindering its 
passage into the uterine cavity; a theory opposed to that of Couvelaire, 
who maintains on histological evidence that inflammation is not essential 
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to the implantation and when present is the result and not the cause of 
the abnormal settlement of the ovum. Clinical evidence, on the other 
hand, favours Martin’s view, a history of previous pelvic inflammation 


or of conditions which may cause a mild and overlooked attack being 
remarkably common. 


We are pleased to find that our author does not trouble his readers 
with minute descriptions of the different forms of inflammation of the 
ovary which only an experienced pathologist can thoroughly understand. 
Martin dwells on the great clinical truth that ovarian is closely linked 
to tubal inflammation, the former being usually the result of the latter. 
We may note that Van de Warker, in an article entitled “The Fetish of 
the Ovary,” published in the September number of the American Journal 
of Obstetrics this year, makes even lighter of ovarian inflammation. No 
doubt its importance and gravity have been exaggerated. He writes: 
“Uncomplicated parenchymatous ovaritis is not a painful disease. It is 
comparable to that (sic) of an orchitis or epididymitis when well sup- 
ported and the patient bed-fast. The termination of ovaritis in abscess is 
very rare. Jn forty years I have never seen a case.” Such is the opinion 
of a well-known American writer. Professor Martin does not lay great 
stress on uncomplicated inflammation of the ovary, “idiopathic oéphoritis” 
as it might have been called by a past generation. He is, however, prob- 
ably more accurate than Van de Warker when he dwells on the fact that 
ovarian abscess is not unknown and that the ovary may be riddled with 
cavities full of pus. He figures a corpus luteum abscess. 


Thirty years ago gynecology was mainly made up of pessaries and 
ovariotomy, at least so it will seem to those who in future days study 
the text-books of that bygone age. Most significant is the fact that in 
Professor Martin’s new edition we find that not quite five pages are con- 
secrated to this famous operation, historically the key to abdominal 
surgery, yet now so generalized. Out of these five pages a considerable 
space is taken up by two of the well-executed, lucid illustrations for 
which this edition is so distinguished. Young surgeons who say that they 
“think nothing of an ovariotomy” should carefully study these 
illustrations. Slipping of the pedicle is not an unknown accident, and 
adhesion of intestine to its stump is not exceedingly rare among the later 
after-complications. Martin strongly urges that the peritoneum should 
be sewn over the raw surface of the divided pedicle. 


We have explained at some length Professor Martin’s opinions on cur- 
rent theory and practice, as adapted for educational purposes, but have 
been compelled to confine our observations to the more important subjects, 
especially such as are for obvious reasons exposed to evolutionary changes. 
We have said enough to show that the author is no more above revising 
his own work than he is above making use of the German word 
“Frauenkrankheiten” in the title of a book in his own language, in 
preference to “Gynecology.” With the assistance of Professor Jung he 
has made of his fourth edition an eminently satisfactory text-book. 


olf 
| 
| 
q 
| 
il 
il 
i 
it 
it 


Reviews of Recent Books 105 


A PracticaL TzxT-Book OF Mipwirery ror Nurses. By Robert Jardine, 


M.D. Third edition. London and Glasgow: Henry Kimpton, 1906. 
Price 5s. net. 


Mipwirery ror Nurses. By Henry Russell Andrews, M.D. London: 
Edward Arnold, 1906. Price 4s. 6d. net. 


One result of the compulsory registration of midwives has been to 
give an impetus to the teaching of midwifery to midwives and nurses, 
and this is reflected by the appearance of new text-books and of new 
editions. It is not very rash to predict that before long every school 
which has an obstetric department will have its own text-book. If 
this is to happen, it is of great importance that there should be some 
sort of agreement as to the treatment of cases by midwives. The diffi- 
culty, which has been felt by most teachers, and by the medical profession 
generally, is in deciding how much a midwife should be allowed to do in 
the absence of a medical man. Judging from the text-books before us, 
the tendency seems to extend the limit more widely. 


Dr. Jardine’s book is based on the lectures which he has delivered to 
the nurses in the Glasgow Maternity Hospital. In the preface the author 
says: “I have gone pretty fully into the difficulties to be met with, some 
say too fully, but I do not think so. The more a nurse knows about the 
difficulties of midwifery work, the less likely is she to allow her cases to 
drag on until they are beyond hope before she sends for skilled assis- 
tance.” That is a perfectly reasonable argument for fairly full theoretical 
instruction, but does not touch the difficulty as to how much the midwife 
may do in cases of emergency. We find in the book, however, that she is 
directed under such conditions to remove an adherent placenta, to give 
an intra-uterine douche, and to use bimanual compression of the uterus. 


Dr. Andrews does not argue the question, but simply gives directions 
as to what the midwife may do in certain cases, and we find that he 
allows her even more liberty. She may do all the things that have been 
mentioned, and, in addition, is allowed to give ergot in accidental 
hemorrhage before the birth of the child and is encouraged to administer 
chloral in certain cases of delayed labour. 


The arrangement of Dr. Jardine’s book reflects the influences of the 
Edinburgh school. We find everything classified and arranged methodic- 
ally. “ Preternatural” labour and “laborious” labour seem rather 
clumsy terms, which we think might well be dispensed with. The pre- 
liminary chapters in the book dealing with anatomy and physiology are 
very full and complete, and very clearly written. Some of the theories 
held among uncivilized nations as to menstruation might with advantage 
have been omitted. There is one cryptic sentence in this connection 
which either contains a misprint or is beyond the intelligence of the 
reviewer. Under the signs and symptoms of pregnancy the funic souffle 
is described. It seems rather unnecessary to burden a midwife’s memory 
with this unimportant sound. It is just the sort of thing she is sure to 
remember at an examination while she forgets something more important. 
Hegar’s sign of pregnancy is said to be obtained by passing a thumb into 
the anterior vaginal fornix, and a finger into the rectum, while the fingers 
of the other hand push the uterus down from the abdomen. This is not 


106 Journal of Obstetrics and Gynecology 


the way of obtaining Hegar’s sign that is usually described, and in any 
case it is a method of examination which has absolutely nothing to 
recommend it and it would give no information to the average midwife. 


The treatment of abortion seems to be given rather too fully. The 
midwife is told that “if the os is still dilated and the ovum fully 
separated, she may be able to remove it with her fingers.” But the 
diagnosis of a separated ovum—say at the third month—still “in utero,” 
demands greater diagnostic skill than even a well-trained midwife 
possesses, and it seems unwise to give any directions for the special 
treatment of abortion, except in cases of severe hemorrhage when vaginal 
plugging may be resorted to. 


In the chapter on the management of labour one gathers that the 
child’s eyes are not to be attended to until the birth is completed. 
The midwife should be taught to keep a bowl of antiseptic lotion at her 
side and to swab the child’s eye-lids the moment the head is born. The 
midwife is instructed to grasp the uterus at the beginning of the third 
stage, and to keep gently kneading it. This advice is followed by the 
statement that the placenta should be expelled within twenty minutes after 
the birth of the child. We believe the general feeling on these matters 
now is that there is no need to irritate the uterus or to be too anxious 
about the expulsion of the placenta as long as there is no hemorrhage ; 
it is sufficient for the midwife to keep her hand on the uterus merely as a 


diagnostic precaution, and half an hour is not too long to wait for the 
placenta. 


The account of asphyxia of the newly-born is not very clear; no dis- 
tinction is made between the treatment suitable for asphyxia livida and 
asphyxia pallida. The method of inflating the child’s lungs by blowing 
directly into its mouth is of very doubtful value and open to other objec- 
tions. In the description of Silvester’s method no mention is made of 


the need of an assistant, yet it is impossible to practise it properly without 
one. 


The descriptions of malpresentations are given clearly, and both ante 
partum hemorrhage and post partum hemorrhage are fully dealt with. 


In both books we find directions for the bimanual compression of the 
uterus in cases of post partum hemorrhage. The closed fist of the left 
hand is to be inserted into the vagina, while the right hand presses the 
uterus down through the abdominal wall. This is a manipulation which 
in really bad cases of post partum hemorrhage is probably of no value, 
and a midwife is more likely to do harm than good by attempting it. It 
requires the highest degree of asepsis; there is always great difficulty in 
defining a post partum uterus which is bleeding; and the muscular 
strength required in the fingers of the right hand is more than the 
average woman possesses. 


There is a good chapter in Dr. Jardine’s book on obstetric operations, 
in which the midwife is instructed how she may intelligently render 
assistance. 


In Dr. Andrews’s book the preliminary instruction occupies a very 
small space ; the anatomy is given very briefly and no attempt is made to 
render it interesting. The main facts are all there, but they are presented 
in a cut and dried form. The clinical part is given more fully. Under 
the absolute signs of pregnancy Dr. Andrews gives external ballottement. 
He lays great stress on what he calls the “dipping sign,” but this sign 
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is obtained in cases of solid abdominal tumour where there is some 
ascites. Cases might be found in which it would be quite impossible to 
distinguish between pregnancy and an abdominal tumour by this sign 
alone, and it is difficult to understand why Dr. Andrews has assigned it 
such an important place. 


His chapter on asepsis in midwifery is very well done. It is not 
easy, however, to understand why directions are not given in most of 
these manuals for greater care in the disinfection of the vulva. A lying- 
in woman with a complete tear of the perineum may be compared to a 
patient who has just been operated on for piles. If both kinds of wound 
become septic the lying-in woman will have the worse chance of the 
two. No surgeon would operate on a case of piles without first disinfecting 
the perineum most carefully ; but in a woman about to be confined, who 
may very soon have a deep laceration involving the skin of the perineum, 
a little washing with soap and lysol is all that is recommended. Even 
if there is a strong sentimental objection to shaving, there ought to be 
none to cutting the hair short with scissors. 


Dr. Andrews gives no classification of labours; his book is made up of 
chapters which are not grouped in any particular way, and the order is 
sometimes a little confusing. The chapter on the puerperium does not 
follow the chapter on the management of labour, but comes after trans- 
verse presentation, descent of the cord, and multiple pregnancy. 


We have already noted that he encourages the midwife to administer 
chloral in certain cases where labour is delayed. When it is con- 
sidered that this drug when in combination with alcohol is dangerous, 
and that a certain proportion of peor women who are attended by mid- 
wives indulge in alcohol to excess, it seems advisable that chloral should 
not be ordered by anyone but a registered medical practitioner. In the 
treatment of accidental hemorrhage a midwife is recommended under 
certain conditions to plug the vagina, and Dr. Andrews meets objections 
to this practice by stating that it is harmless, often induces uterine con- 
tractions, and lessens the amount of blood lost. If the midwife is to be 
allowed to plug at all, she ought to be taught to do so effectively, and this 
can only be done by using a speculum. 


Diseases of the newly-born infant are well described, and infant feed- 
ing also occupies a considerable portion of the book. 


Attention has been drawn in the above remarks to certain points in 
both text-books which are perhaps open to criticism; but both manuals 
may be highly recommended to midwives. 


Dr. Jardine’s book is rather the fuller of the two, and, as has been 
noted, gives more reasons. On the other hand, Dr. Andrews’s book is 
very clear and is better illustrated. They both show that if the present 
midwife is not vastly superior to her predecessor, it is not for want of 
careful instruction given by thoroughly competent men. 
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A very rounc Human Ovum In situ. By Geheim. Rath Prof. Dr. G. Leopold. 

4th vol. of Arbeiten aus der kéniglichen Frauen-klinik in Dresden, 
pp. 62, with 16 lithographed plates, for the most part coloured. 
4to. Leipzig: S. Hirzel, 1906. Price 10 marks. 


This monograph is an important contribution to our knowledge of the 
young human ovum, and more especially, of the process by which it becomes 
implanted in the uterus. The ovum was obtained from the body of a young 
woman who had poisoned herself with phosphorus. The existence of preg- 
nancy was suspected, and the uterus was removed and opened along its 
anterior aspect with extreme care by Prof. Schmorl. 

The endometrium was found to be congested, greatly thickened and 
deeply furrowed, a condition only seen in connection with pregnancy. 

After long and careful search the ovum was discovered, in the form 
of a minute spot somewhat clearer than the rest of the endometrium, situ- 
ated near the middle of the posterior wall and close to the margin of an 
elevation of the mucous membrane overhanging a deep furrow. A con- 
siderable portion of tissue including this point was excised, carefully 
fixed, imbedded in paraffin, and cut into an unbroken series of sections. 
The middle 160 sections of about 5 microns thickness were found to con- 
tain an extremely small ovum, which measured in its greatest diameter 
1'4mm., in height 0°9 mm., and in breadth 0°8 mm. ; 2.e., slightly smaller 
than the Peters ovum, which measured 1°6 by 0°8 by 0'9mm. Nothing 
could be ascertained as to the condition relative to menstruation, and the 
history therefore gives no clue as to its age, but Leopold is of the opinion, 
from its size and other features, that it is slightly, perhaps a day, younger 
than that of Peters, which is supposed to be of the fifth or sixth day. 

No trace of embryonic rudiment could be found in the ovum, and the 
question is therefore raised whether or not the ovum might be pathological, 
the absence of embryo being due to the phosphorus poisoning. There is, 
however, no other ovum so young with which to compare it. Its preserva- 
tion is perfect, and its relations to the surrounding tissues apparently 
undisturbed. It is well worthy of the careful description which has been 
bestowed upon it. 

Some twenty-three pages are occupied with a tabular description of the 
whole 160 sections, and thereafter the various parts of the specimen are 
described under special headings, and the most recent literature bearing 
upon them is briefly discussed. 

The endometrium and decidua. The endometrium is from 5 to 8 mm. 
thick. Its conversion into decidua is very well shown close to the ovum. 
Everywhere it is swollen and oedematous, with its capillaries widened, 
engorged and frequently ruptured, producing small hemorrhages, some of 
which lie immediately under the surface epithelium. The condition re- 
sembles and is an exaggeration of that seen immediately before menstrua- 
tion commences. The glands are widened in their superficial parts, and 
the epithelium is thrown into folds and papille as “in commencing 
adenoma.” There are numerous decidua cells, but there is no division 
into stratum spongiosum and stratum compactum. Near the ovum the 
glands are flattened and elongated, and they run a curved course around 
it, as if being pushed aside by it. Those nearest to it are broken into and 
filled by blood, and their epithelium is more or less destroyed. None of the 
glands opens into the chamber in which the ovum lies, and there is no trace 
of epithelial lining in that cavity. 
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The capillaries in this zone are very greatly dilated and engorged with 
blood, and form a system of wide sinuses around the ovum, especially on 
its deep aspect. A similar condition has been observed in relation to most 
of the very young ova which have been found in sztu, and it is probably 
normal. The sinuses nearest to the ovum communicate, apparently 
through rupture of their walls, with the ovum chamber, which is also full 
of blood. The processes of trophoblast by which the ovum is suspended in 
its chamber are attached to the decidual tissues between the ruptured 
vessels. They divide the ovum chamber into sinuses which clearly consti- 
tute the rudiments of the future intervillous spaces of the placenta. 
These relations between the decidua and its vessels and the trophoblast are 
exactly those which are seen in the Peters ovum, which is the next youngest, 
and also in the 1905 ovum of Graf Spee, which is nearly as young. 


The imbedding of the ovum. This specimen confirms the view of the 
implantation of the human ovum and formation of the decidua reflexa 
which was first demonstrated by Peters, viz.: that it imbeds itself by boring 
into the endemetrium after the manner of the ovum of the guinea-pig as 
described by Graf Spee. It differs from the Peters ovum inasmuch as it is 
completely enclosed by decidua. The roof of the chamber is very thin, 
but it is clearly decidual in nature. It is strengthened by a layer of fibrin, 
which, instead of the mushroom-like mass of the Peters ovum, consists of 
two elongated masses of some size and a third which is very small. Organ- 
ization is seen to have commenced at certain points in the fibrin. 


Under the largest of the three masses a small process of columnar 
epithelium dips into the decidua, and this the author thinks may represent 
the point of entry of the ovum. The surface epithelium extends a little 
under the edges of the fibrin, but, except for the above-mentioned little 
process it is absent in the centre, where the fibrin is intimately united with 
the decidua, and has even been invaded by one or two processes of the 
syncytium. The slight differences from the Peters ovum Leopold explains 
on the ground that this ovum has bored somewhat deeper, thus allowing 
the decidua to unite over it instead of the point of entry becoming closed 
only by blood-clot as in the latter. The condition in Graf Spee’s 1905 
ovum is smaller to that shown in the present specimen. 


The ovum chamber and ovum. The chamber is a small globular cavity 
for the most part filled with blood, in which floats the ovum anchored to its 
walls by long thin processes of trophoblast. The body of the ovum is a 
thin mantle of ectoblast enclosing a minute cavity which contains a mass 
of coagulated matter with a network of fine structureless threads through 
it, which are attached to the mantle of ectoblast. This is situated quite 
close to the apex of the chamber, 7.e., next to the cavity of the uterus. The 
material within the vesicle does not, properly speaking, form a tissue, but 
the presence of a number of small, elongated cells round its margin, sug- 
gests that it represents the rudiment of the mesoblast and the “magma 
reticularis ” of older stages. There are, however, no signs of villous pro- 
jections into the trophoblast processes as in the Peters ovum. There are a 
few red corpuscles (clearly maternal) mixed with the contents of the 
vesicle, 

The ectoblastic envelope is quite thin, and at no point is there any 
thickening which might suggest the rudiment of the blastodermic shield. 

This condition and the thinness of the trophoblastic processes are in 
marked contrast with what is seen in Peters’ ovum, and suggest that the 
present one is younger. The ectoblast consists of two rows of cells. The 
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inner row is composed of round or oval mononuclear cells with large well- 
stained nuclei like the cells of the Langhans layer of the chorionic 
epithelium. 

The outer consists of larger cells with one or more nuclei ; some of them 
are very large and spread out, and their protoplasm is finely granular, 
representing the syncytium. At a number of points there are bud-like 
projections of the wall of the vesicle, some of which are the long thin 
anchoring strands of trophoblast already mentioned, while the others are 
shorter and float free in the maternal blood. They are composed of cells 
like those of Langhans’ layer enclosed in a sheath of definitely syncytial 
character, which in the case of the free processes also covers the ends. 

In the case of the attached processes the syncytium appears to insinuate 
itself into the maternal tissues uniting with them and constituting the 
bond of union with them. The syncytium is also found burrowing under 
the endothelium of the maternal capillaries, separating it from the other 
decidual tissues and apparently exercising the function of destroying 
the walls of the capillaries and laying them open. 

There is no proliferation of the endothelium in the neighbourhood of 
the trophoblastic processes ; on the contrary there is destruction of it just 
as there is destruction of the gland epithelium. The author's opinion (with 
which we agree) is that the relations of the syncytium to the trophoblast 
(meaning thereby the cells having the characters of Langhans’ layer) ab- 
solutely exclude any other interpretation of its origin than that it is a 
part of the ovum just as much as the inner layer; and on the other hand 
there is no evidence in its relation to the decidua which can lend support 
to the theory that it is derived from any maternal tissue whether epithelial 
or endothelial. 

In conclusion, the author conceives the process of imbedding as occur- 
ring in the following manner. The ovum finds the endometrium already 
prepared for it by the premenstrual changes. It is able easily to push 
aside or destroy the loosened epithelium, and to bore or eat its way after 
the manner of the ovum of the guinea-pig as described by Graf Spee, into 
the loosened, congested, and blood-infiltrated maternal connective tissue. 
He finds nothing to support the idea that it enters the mouth of a gland. 
In the tissues it finds conditions suitable to its existence—free-lying blood 
and other fluids—and to securing itself, which it does by throwing out thin 
root-like processes of trophoblast. He conceives of the ovum as at first, 
and for a brief period lying free virtually in a hemorrhage, bathed in 
extravasated blood, from which it draws its nourishment. This blood has 
come from the rupture of capillaries in consequence of the activity of the 
syncytium, so that the chamber is from the first devoid of endothelial lining. 
{ts path of entry is closed in the first place by a drop of blood, which co- 
agulates and, later, becomes organized to form the roof of the chamber as 
in Peters’ ovum, or to strengthen the thin layer of decidua which has 
united behind it. 

This ovum therefore furnishes further strong evidence that, as was first 
shown by Peters, the circumvallation theory of the formation of the decidua 
reflexa or, as it is perhaps more appropriately termed, the decidua cap- 
sularis, is untenable; and also that both layers of the chorionic epithelium 
are of ovular (foetal) origin. 

The illustrations are admirable, each illustration representing a section, 
or portion of a section, to which a reference is given in the tabular descrip- 
tion. 


Joun H. TEAcuEr. 


Bi 
| 
q 


Reviews of Recent Books 111 


Tue Disgasges or Women. A handbook for Students and Practitioners. 
By J. Bland-Sutton, F.R.C.S., and Arthur E. Giles, M.D., B.Sc. 


(Lond.), F.R.C.S.(Edin.). Fifth edition. London: Rebman 
limited, 1906. 


This is the fifth edition of this well-known work—a fact which is 
a sufficient testimonial to its popularity. It is on the whole an excel- 
lent handbook of the diseases of women and a safe guide to the student 
and practitioner. It has been reviewed so often that it is hardly 
necessary to give a long and elaborate account of the work again; it 
will suffice to mention shortly a few points. 

The preface is a serious blot upon the book and is much to be 
regretted. It is quite unworthy of the authors to attribute mean 
motives to other writers who may differ from them in their methods 
of teaching. Encountering such a paragraph at the threshold makes 
one approach the perusal of the book with distaste. It is like be- 
ginning a good dinner with a bad oyster. Fortunately few people read 
the preface to a surgical book, otherwise they would probably in this 
instance get no further. 

The arrangement of the work is that usually adopted in books of 
this nature. After two good chapters on the anatomy and physiology 
of the reproductive organs of women, we come to the methods of ex- 
amination of the female pelvic organs. In this chapter rather too 
much is made of the advantages of the use of the uterine sound and 
too little is said of its dangers. The dangers of the use of the 
sound are many more, especially in the hands of those who would be 
most likely to rely upon it for information. These dangers might well 
have been emphasized in this chapter, and it might have been pointed 
out that in the practice of the experienced gynecologist the uterine 
sound is now seldom used. 

The chapters on malformations are all very good. 

The diseases of the vulva come next, and are carefully and fully 
considered. We are rather surprised that no mention is made of 
esthioméne. 

The account of the diseases of the vagina is lucid and complete. 
We notice that milk is still recommended for the detection of vesico- 
vaginal fistula. 

In the chapter on prolapsus uteri, under treatment, we read that 
“ Alexander’s operation succeeds not by pulling up the uterus, but by 
maintaining the fundus in a position of anteversion.” Does 
Alexander’s operation succeed in cases of prolapse ? 

Under chronic inversion of the uterus is the following sentence, 
which appears to be misleading, “ When the inversion is of long stand- 
ing the exposed surface become greyish-white like skin.” This has 
not been so in any case that has come under our notice. In cases in 
which the inversion has existed for two years or more the surface was 
still bright red. In speaking of the treatment of this condition, there 
is no mention made of the method of splitting the cervix upwards 
towards the fundus until the uterus can be re-inverted and restored 
to its proper condition. 

The account of chorion epithelioma is an excellent condensed 
résumé of the pathological condition. There is perhaps hardly enough 
stress laid upon the clinical signs and symptoms of the disease. 
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The chapters on extra-uterine pregnancy are to be commended. 
They give a clear and concise account of the condition. 

The chapters which follow these are also excellent. Under the 
heading “ Gynecological operations,” however, there are a few points 
which appear to call for remark. For instance, in the operation for 
vesico-vaginal fistula it is recommended to pare the edges. In dilata- 
tion of the uterus the dilators need not be lubricated. In vaginal 
myomectomy, bilateral division of the cervix is recommended, rather 
than division in the mid-line which is safer. Again, in vaginal hyster- 
ectomy silk is used rather than catgut; and the advice given in the 
following sentence seems to us rather curious: “Should this viscus 
[the bladder] be cut, the opening should be allowed to remain without 
suture ; it usually closes.” 

On the whole, however, the book is a good book, and the illustrations 
are clear and well drawn. The printing also is excellent. 

T. B.G. 
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